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Acromion Resection 
For Persistent Painful Shoulder 


@ The relief of the patient who has had many types of treatment for 
painful shoulder, but shows no improvement over the years, is con- 


sidered in this paper. 


HERE have been a number of articles 

written on the painful shoulder and 
each of us has evolved our pet method of 
treatment, which we like because it gives 
us good results. For varying periods | 
have used, on new, acute cases, local novo- 
caine infiltration ; two needle washing with 
novocaine and/or saline; stellate blocks; 
relaxed circumduction exercises, usually 
with codeine and aspirin; one of the corti- 
sone derivatives by mouth; hydrocorti- 
sone injections ; and even exposure to deep 
x-ray. Regardless of which method of 
treatment I used, my results, percentage- 
wise averaged about the same. About half 
of the patients got over their acute pain 
in one to three days and were completely 
over their trouble in about three weeks. 
About half of the remainder took about 
three weeks to get over their acute pain 
and about three months to recover to 
where they forgot about their shoulder. 

The remaining twenty-five per cent 
dragged on longer, eventually, with the 
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exception of one or two, recovering from 
their pain, they usually also retained some 
slight residual limitation of shoulder mo- 
tion. ‘ 

One or two out of every hundred did 
not get well and were the problem cases. 
They had usually had several variations 
of every known type of treatment over 
periods of years and were still having se- 
vere recurrent bouts of pain as well as 
marked, to moderate, limitation of shoul- 
der motion. It is this patient whose treat- 


ment I propose to suggest. 


Treatment 


First, let us do a little thinking about 
this condition, the painful shoulder. Let 
us take up the treatment first. One fact 
is significant and outstanding. In the ini- 
tial acute case, results of a series show 
that it matters not whether you, I, or 
Dr. X treats the patient and it also mat- 
ters not how we treat the patients or with 
what we treat them. The majority will 
get well, usually within days or weeks. 
The only logical conclusion from this is 
that the condition’s acute phase is self- 
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limited in most cases and that there is no 
specific treatment, for the majority get 
well no matter what we do. 


.With those who drag on a bit longer, 
one fact becomes self-evident. It is im- 
portant that the patient exercise his shoul- 
der or it “freezes” and pain persists. 
Those individuals who exercise regularly 
and frequently get better more quickly 
than those who do not. We also find that 
injections and drugs may help the pa- 
tient’s pain for brief periods, but it is 
his or her own exercise that eventually 
brings back function of the shoulder and 
freedom from pain. 


Then we have the one or two who just 
do not get well, no matter what. What 
logically, can be done for them? In that 
word “logic” lies, I think, the key to the 
situation. Effective treatment lies in 
knowing exactly what is wrong. The cor- 
recting step is then obvious. 


We are usually wrong in our thinking 
and initial approach to these patients. 
“Oh,” we say,” you have Bursitis.” “Bursi- 
tis”, what a nice pat word that is. It rolls 
so nicely off of the tongue. And then, of 
course, it is popular. Everyone has heard 
of it. There have been articles in news- 
papers, magazines, and I even ran across 
one in which “Bursitis” was referred to 
as the weekend do-it-yourselfer’s curse 
and attributed the cause to overstraining 
muscles unaccustomed to harsh, physical 
work. They were right enough, but weren’t 
using the right name. “Bursitis” is not 
the term describing a muscle strain. “Bur- 
sitis” is usually understood to mean a 
“subdeltoid bursitis” or inflammatory re- 
action in a bursa beneath the subdeltoid 
muscle. This can happen, and out of the 
many hundreds of patients whom I have 
treated, I have seen one such case. He 
was readily cured in five minutes with 
novocaine washing. But, I have only seen 
that one case. True, “‘subdeltoid bursitis” 
is rare. 


Cause 
Indeed, in these cases, the subdeltoid 
bursa is not involved at all. These pain- 
ful shoulder cases are actually cases of 


tendinitis of the insertion of the supra- 
spinatus tendon and sometimes even in- 
volve the insertion of the infraspinatus or 
teres minor muscles to the greater tuber- 
osity of the humerus, these muscles are 
the so-called “cuff” muscles. What basic- 
ally happens is that there have been either 
macroscopic or microscopic tears of the 
tendon fibers at, or near, to the point of 
insertion of these muscles. At this point, 
let’s get back to the popular magazine 
again. This is not just an affliction of the 
weekend worker. The majority of the pa- 


* tients whom we see have not done any 


physical straining at all, yet they have 
the same pain and physical findings. There 
is one thing that they have done, though. 
They have slept with their head resting 
on their arm or with their arm abducted 
so that their elbow is higher than their 
shoulder. Now when the humerus is ab- 
ducted, its greater tuberosity and the at- 
tached muscles are jammed up under the 
outer edge of the acromial process. What 
do you think would happen to your finger 
if you screwed a clamp across it for sev- 
eral hours? The blood would have been 
squeezed out of the tissues, the pressure 
points would become necrotic and eventu- 
ally slough out. There would also be some 
peripheral repair. The same process, or a 
minor variation of it goes on where the 
“cuff muscles” attach to the greater tu- 
berosity. Pressure over this tendinous 
point results in degrees of avascularity of 
the tendon, subsequent weakening and 
possibly degrees of tear. 


We also see another phenomenon, the 
deposition of calcium at the site of injury 
and if we look carefully, we find that it is 
always in the same place, and that is just 
over the greater tuberosity of the humer- 
us, at the point of tendinous attachment 
of the “cuff muscles” and not in the sub- 
deltoid or subacromial bursa. This, then, 
is what we are treating; degeneration, 
with or without partial or complete tears 
of the attachment of one or all of the 
cuff muscles to the greater tuberosity of 
the humerus, with or without the deposi- 
tion of calcium. We are treating tendinitis 
and not bursitis and if we keep this fact 
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clearly in mind we will have fewer patients 
“who just don’t get well no matter what”. 


Is there any bursa possibly involved in 
this process at all? The answer is yes. 
There is a subacromial bursa, although 
most people who use the phrase “bursitis” 
have never heard of it. It lies between the 
attachment of the cuff muscles and the 
acromial process and it can be secondarily 
involved by the reaction between the in- 
jured and/or degenerated tendinous at- 
tachment of the cuff muscles, since it lies 
directly between the involved tendons and 
the acromial process. But its involvement, 
if any, is secondary and is not primary. 
The primary disease process is not a sub- 
acromial bursitis. It is a tendinitis of the 
insertion of the cuff muscles. 


Let us consider some other known facts. 
Patients who have painful shoulders may 
or may not have x-ray evidence of calci- 
um deposition; and, if we sequentially x- 
ray the calcium deposits of those who 
have them, we find that the deposits may 
go away or may enlarge, and whichever 
happens, there is again, no pain relation- 
ship to what is happening. We see x-ray 
evidence of calcium deposits in the cuff 
muscle tendons in people who have never 
had shoulder pain and who have no limita- 
tion of motion, and so it is obvious that 
there is really no direct relationship be- 
tween the presence or absence of pain, the 
presence or absence of shoulder “freezing” 
or the presence or absence of calcium. 


Pain 

Where, then, does the pain come from? 
Is it from the tendon tear? The answer is 
no. There is really very little pain asso- 
ciated with a tendon tear. This is amply 
shown by those who tear the long head 
of their biceps tendon. They do not com- 
plain of pain although they have one of 
the most direct and complete tendon tears 
that a person can sustain. They complain 
of muscle weakness. 


The pain comes, I believe from swelling 
within the tendon itself. Because of in- 
trinsic tendon swelling, tension of the ten- 
don results, and this is very painful. Since 
abduction of the humerus jams the ten- 
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don of the cuff muscle up under the acro- 
mion, this pressure is rigidly avoided by 
the patient. This also explains why some 
people get well so quickly. Their swollen, 
painful tendon unswells, or goes down rel- 
atively quickly. Their pain disappears and 
they begin using their shoulders before 
any of troublesome sequale of prolonged 
disuse set in. 

It also explains the patient who gets 
well, but not too quickly. His swelling 
just takes longer to subside, and so, in 
the long run, he has a little more to work 
out. 


Also explained is the lack of relation- 
ship between the x-ray evidence of the 
presence of, or absence of, calcium depo- 
sitions, and pain. If the calcium deposition 
occurs with tendon swelling, there will be 
pain and if it occurs without tendon swell- 
ing, pain will not exist. 


Surgical Treatment 


This also gives us a clue to the handling 
of the patient who just does not get well, 
or who has persistently recurring attacks. 
Most of them are aggravating their dis- 
ability, unknowingly, by the way they 
sleep at night. They may be abducting 
their humeri, reproducing their subacro- 
mial pressure over and over again. Then, 
too, they may have another factor, and 
that is the presence of adhesions, a “fro- 
zen” shoulder. Prolonged tendinitis is very 
irritating to the surrounding tissues and 
numerous adhesions are formed, usually 
to the nearby acromial process, this serv- 
ing to anchor the shoulder against motion. 
Eventually, they arrive at such a state 
that “something has got to be done”. That 
something usually follows one of several 
paths. 


Some doctors believe in repeated hydro- 
cortisone injections, in spite of the fact 
that these injections frequently aggravate 
pain. This pain aggravation is the result, 
I believe, of injecting directly into the ten- 
don, increasing swelling. I do not use cor- 
tisone injections and I have had a satis- 
fying number of patients desert to me 
from those who do. Those patients who 
do get well under this regimen do so be- 
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cause of something else that accompanies 
the injections, and that is vigorously en- 
couraged physiotherapy, progressing to 
aetive exercises. It is that active exercise 
that does the job. 


There are some doctors who believe in 
passive “breaking up the adhesions while 
the patient is under anaesthesia’, again, 
with or without cortisone. In my experi- 
ence, some patients are helped by this 
process, although their pain when the an- 
aesthetic wears off is usually memorable. 
Again what really gets them well is the 
intensive physiotherapy used as an after- 
math of the manipulation. A number of 
them, however, are worse after manipu- 
lation, and personally, I do not like and 
do not recommend methods of treatment 
which may result in the patient being 
worse, not better. 


There are some who are sold on sur- 
gically “scraping out the calcium’, usu- 
ally, again, followed by an aftermath of 
intensive physiotherapy. Some patients 
have been helped by this process, and I 
have seen a number who were not helped. 


That is why I do not recommend this. 
Experience has taught me not to gamble 
or take chances where the treatment of 
patients is concerned and that is why I 
recommend total resection of the acromial 
process for the patient with a painful, 
“frozen” shoulder, who has had three to 
seven years of continuing or recurrent 
painful attacks and who has had just 
about every known treatment under the 
sun and who is still not well. I did not 
originate this treatment. I have seen it 
improperly done by some who did not un- 
derstand it, and who got correspondingly 
poor results. But the trick is simple 
enough, and consists in complete resection 
of the acromial process and not part of 
its outer margin. 


Technique 


In performing the operation, a curved 
incision about three inches long is made 
over the top of the outer part of the shoul- 
der, midway between the inner and outer 
margins of the acromion and paralleling 
the attachment of the deltoid muscle. The 


acromio-clavicular joint is located and sec- 
tioned, front and back, and then, with a 
sharp thin osteotome, the acromial process 
is sectioned in line with the acromio-clavic- 
ular joint. The inner end of the sectioned 
acromium is then pried up and the under- 
lying adhesions between its undersurface 
and the insertion of the cuff muscles sep- 
arated. 

A sub-acromial bursa is sometimes 
found. The attachments of the deltoid 
muscle are then separated from the outer 
edge of the acromion, cutting very close 
to the bone in order to preserve some 
tendinous fibers. This allows removal of 
the acromion and affords, incidentally, a 
marvellous view of the top of the shoulder. 
The edge of the deltoid is then attached 
to the outer end of the sectioned capsule 
of the acrimio-clavicular joint and to the 
outer margin of the spine of the scapula. 
It is necessary to sort of “take up slack” 
in the origin of the muscle in doing this 
attaching. That portion of the muscle at- 
taching to the capsule of the acromio- 
clavicular joint is easily fastened securely, 
that portion attaching to the bone being 
less easily done and less secure. I usually 
drill about six small holes through the 
outer cortex of the outer margin of the 
spine of the scapula using a dental burr 
in a hand drill, and then fasten the mus- 
cle with three mattress sutures. The sur- 
gical area is usually quite vascular, this 
being best controlled with a combined suc- 
tion-coagulation tip. The skin is then 
closed normally. If fixation of the deltoid 
muscle has been secure, active use of the 
shoulder may be started in three to five 
days. If deltoid fixation is not secure, the 
patient should be kept on his back in bed 
with the arm in lateral traction for about 
three weeks, or an “airplane” splint may 
be applied. 


Every patient on whom I have done this 
operation has had complete relief of pain 
and has regained full useful motion of 
their shoulder, they have been very grate- 
ful and that is why I like it. The contour 
of their shoulder is inconspicuously af- 
fected, and function is excellent. 
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Discussion 


Dr. Alvin Stander (Baton Rouge): The per- 
sistent painful shoulder represents a challenge 
to those of us who treat orthopedic conditions. 

Adhesive capsulitis is the result of many etio- 
logical factors: Recurrent bursitis, trauma, Col- 
les’ fracture, angina pectoris or any other con- 
dition that might discourage motion in the shoul- 


may have to be initiated under analgesics and 
the course is usually prolonged—some times 
longer than the patient wishes to continue. 

The author has presented a rather radical pro- 
cedure but he has utilized it in those individuals 
who have not responded to the usual regime of 
therapy. He states that his patients are those 
of three to seven years duration of shoulder 


der joint. 

The patient is usually not free of shoulder 
pain until he has regained a useful and almost 
complete range of motion in the joint. Injec- 
tions into the shoulder should be limited to the 
acute phases of this condition. 

Active and passive exercises have proven use- 
ful in a vast majority of cases. The treatment 


pain. If these patients are relieved of their pain 
and regain a useful range of motion in the 
shoulder joint, this is certainly a salvage pro- 
cedure. 

I would like to ask Doctor Rose if he would 
consider this procedure in a moderately young 
(30 to 40) age group, or in the laborer, or a 
compensation case? 


Cause of Dark Complexion of Chicago Ladies 


Peoria Medical Monthly: A private letter from a valued correspondent contains the 
following, which is too good to be lost. 


“I see Dr. Byford has greatly improved his work on ‘Diseases of Women.’ In the 
first edition ‘nitrate of silver and its substitutes’ played a very important part. When 
I lived in _a lady friend visited Chicago. On her return, I met her in the 
company of several ladies, who brought up the subject of complexion. The lady was 
asked if she had noticed the well known fact that Chicago ladies were less fair than 
their Eastern sisters, and that Eastern ladies who went to Chicago soon lost their com- 
plexion, and if she thought the climate was the cause? The lady replied that she had 
noticed the fact and thought the climate might have something to do with it, but she 
had given the subject considerable attention, and had concluded that Dr. Byford treated 
female diseases exclusively with nitrate of silver. I judge, therefore, from his last 
edition that the complexion of Chicago ladies will not improve.—Michigan Med. News. 
New Orleans M. & S. J. 10:449 (Dec.) 1882 
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Muscle Relaxants, Uses and Safeguards 


@ The many uses of these drugs in surgery and other procedures are 
gone into, together with their indications, contraindications and effects. 


‘ws any discussion of muscle relaxants, 
one must consider the chemistry, phy- 
siology, and the pharmacology of the 
drugs that are used. All currently used 
muscle relaxants are quarternary ammo- 
nium compounds.! 

They have been classified * as depolar- 
izers, such as succinylcholine (Anectine® ) 
and decamethonium (Syncurine®) and non- 
depolarizers, such as curare and curare-like 
compounds as d-tubo curare (Tubarine®), 
gallamine (Flaxedil®), and laudexium 
(Laudolissin®). Both the depolarizing 
and the non-depolarizing drugs compete 
with acetylcholine at the cholinergic re- 
ceptors of the neuromuscular end-plate. 
The non-depolarizers such as curare act 
by prevention of access of acetylcholine to 
the receptors. The depolarizers cause de- 
polarization of the neuromuscular end- 
plate and render the muscle fiber insensi- 
tive to subsequent stimuli. 

Muscle relaxants influence the respira- 
tory system by paralysis of the respira- 
tory muscles, and rarely, bronchoconstric- 
tion. They may affect the circulatory 
system by a decrease or an increase in the 


blood pressure or changes in the pulse 


rate.’ 

Excretion is partly or wholly unchanged 
in the urine. Succinylcholine is hydrolyzed 
by the plasma cholinesterase and only 5 
to 15 per cent is excreted in the urine.° 


Uses 


Use of muscle relaxants can be dated 
back to 1912,° when Laewen of Leipzig 
first used a crude form of curare to pro- 
duce muscular relaxation. Griffith and 
Johnson,’ in 1942, used Intocostin® (a 
curare drug) first for relaxation in anes- 
thesia. Since then, the muscle relaxants 
have been used in many procedures, sur- 
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gical and otherwise, in which they have 
been helpful. 


In abdominal surgery lies their greatest 
usefulness, in that the anesthetist can re- 
lax the abdominal muscles without having 
to place the patient in third or fourth 
plane anesthesia. One can carry the pa- 
tient in plane one anesthesia * and use the 
muscle relaxant as needed to produce ade- 
quate relaxation of abdominal muscles, so 
that surgery in a quiet abdomen is greatly 
facilitated. 

They have been used in lung surgery, 
cardiac surgery, and many types of sur- 
gery where an open chest is mandatory.”: \” 
In such cases the control of respiration is 
facilitated, and the patient is carried in a 
lighter plane of anesthesia and the anes- 
thetist may have his patient awake quick- 
er after the end of the operation." It 
has also been noted and pointed out by 
Beecher !* in a comparison of ether versus 
thiopental — Nx»-O2.—succinylcholine tech- 
nique in chest surgery that with the mus- 
cle relaxant technique it is easier to aspir- 
ate obstructing secretions that may devel- 
op in the bronchial tree and that cough 
and troublesome variations of respiratory 
force and rate, and motion in the thorax 
are better controlled. 

Muscle relaxants are used to make en- 
dotracheal intubation relatively easy and 
atraumatic. A number of endoscopic proce- 
dures 1°. ! such as laryngoscopy, laryngeal 
suspension, bronchoscopy, and esophagos- 
copy, where it has lessened the necessity 
for the use of deep general anesthesia, 
are greatly facilitated. They are used in 
the treatment of severe laryngospasm 
complicating anesthesia. Another use of 
a muscle relaxant, in this case, succinyl- 
choline, is in bronchospasm '* and bucking 
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during general anesthesia and surgery. 
Succinylcholine presumably has no effect 
on the smooth muscles of the bronchial 
tree, although Volpitto and Smith " think 
it may have some action there. The chest 
wall relaxation so produced facilitates the 
passage of gases and the accomplishment 
of adequate tracheobronchial toilet. 

In electroshock therapy '* the relaxants 
have been a boon. They have been most 
beneficial in preventing the fractures that 
occasionally complicate this procedure. 
Other uses include, at one time or another, 
cases of tetanus;'* '* manipulative proce- 
dures, as in fractures and dislocations; 
supplementation in spinal anesthesia as it 
is wearing off; and a test for myasthenia 
gravis. 


Safeguards in Management of Anesthesia 

In the case of muscle relaxants, the 
safeguards will be emphasized under the 
following topics: (1) management of anes- 
thesia with the relaxants; (2) dosage and 
administration; (3) indications and con- 
tra-indications; (4) drugs used in combat- 
ing or preventing complications. 

Three cardinal principles evolve in the 
management of anesthesia with muscle 
relaxants: (1) Maintenance of a free air- 
way by holding the chin up, inserting an 
oral or nasal airway, or performing an 
intubation is paramount to the manage- 
ment. This procedure demands that the 
equipment be ready on the machine. 
(2) Ability to provide artificial ventila- 
tion, which means that a closed system 
anesthesia apparatus be available, with 
a well-fitting mask or a direct connection 
to an endotracheal tube. (3) Performance 
of adequate suctioning with a rubber suc- 
tion catheter immediately available is man- 
datory. 

There are two types of ventilation that 
may be used on the patient under the 
influence of muscle relaxants: 

(1) The apneic patient,'!” in whom the 
respiratory muscles are completely para- 
lyzed, the respiration is controlled at thir- 
ty to forty per minute, and the adequacy 
‘of the tidal volume is judged by the ex- 
pansion of the patient’s chest or lungs. 
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The squeeze of the breathing bag should 
be short and rather vigorous followed by 
a ventilatory pause. A ratio of 1:2 be- 
tween the active and the passive phases 
will keep a mean low pressure in the air- 
way and will interfere least with the 
venous return. 


(2) The patient with assisted respira- 
tion where there is more safety. Foldes ? 
states that when this method is used there 
is no known contraindication to muscle re- 
laxants. He suggests that the patient ini- 
tiate each inspiration, then the anesthetist 
should follow it up with a short vigorous 
assisting squeeze on the breathing bag. 
The respiratory rate should be between 
sixteen to twenty per minute. A tidal 
exchange of 500 to 700 cc. with a minute 
volume of 6 to 10 liters is considered ade- 
quate.? Recently ventimeters and minute 
volume meters,”” which can be attached 
to the anesthesia machine and which show 
the patient’s exchange, have been used. 


Dosage 

Muscle relaxants can be administered 
either intravenously or intramuscularly. 
The intravenous route is the choice route. 
A safeguard in administration is to admin- 
ister just enough relaxant for a subapneic 
patient with additions of relaxant just be- 
fore the skin incision, again if necessary 
before the abdomen is explored, and fur- 
ther additions only as required for re- 
laxation. It is advisable to administer 
curare as d-tubo®, tubarine®, or metu- 
bine® in a test dose of 1 to 3 mgm. to 
observe its neuromuscular effect. If no 
untoward reaction occurs, the anesthetist 
may then proceed after one and one-half 
minutes with repeated single doses. The 
doses of curare preparations must take 
into consideration the type of anesthetic 
agent used as it may act synergistically 
with some agents like ether. 

An example of this synergism is as 
follows: d-tubo® with pentothal®, N.O 
requires an initial dose of six to fifteen 
mgm., whereas with cyclopropane a dose 
of 4 to 12 mgm. is sufficient. With ether 
a still further reduction in dosage to 3 to 
6 mgm. will suffice. For smaller patients 
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the initial dose may be adjusted down- 
ward, using 0.5 mgm. for each ten pounds 
of body weight. Fractional doses may be 
given with pentothal®—2 to 6 mgm.; cy- 
clopropane—2 to 5 mgm.; and ether—1 to 
2 mgm. Succinylcholine is administered 
in a single dose (as for intubation), in 
repeated single doses, or in a continuous 
drip in a 0.1 or 0.2 per cent solution in 
glucose or saline. A test dose is not indi- 
cated with succinylcholine, and a single 
dose for intubation varies with sex and 
weight from 40 to 100 mgm. It is im- 
possible to give any standards for the 
dose required in continuous use, for it 
varies immensely with the patient, the 
type of surgery, and the length of opera- 
tion. This variance is one paramount rea- 
son why the patient should be carried on 
assisted rather than on controlled respira- 
tion. Ether is not synergistic with suc- 
cinylcholine. Succinylcholine is the drug 
of choice when the anesthetist uses fluo- 
thane®. Curare in large doses should not 
be used with fluothane on account of un- 
toward reactions such as severe hypoten- 
sive episodes. Mild to moderate doses of 
curare intermittently are better. 


The intramuscular route is used for 
both succinylcholine and curare drugs. A 
precaution here is that the intramuscular 
injection prolongs the duration of action 
of the relaxant three or four fold. As re- 
ported by Beldavs =! on infants and chil- 
dren, 1.5 to 2 mgm. per pound of body 
weight in deep intramuscular injection for 
endotracheal intubation produces a maxi- 
mum effect with succinylcholine in two to 
three minutes with full recovery of respira- 
tion within twenty-five minutes. Curare 
drugs have also been used intramuscularly 
in infants and children in doses of 0.15 
mgm./Kg. to 0.4 mgm./Kg. 


Indications and Contraindications 

In the safeguards it is important to 
note that there are various situations in 
which the relaxant drugs are absolutely 
or relatively contraindicated. Subsequent- 
ly the dose is diminished, or the relaxant 
should not be used at all. This situation 
includes the patients with so-called altered 


sensitivity.2 Absolute contraindications are 
untrained anesthetists, lack of equipment 
necessary for artificial respiration, and 
myasthenia gravis. Relative contraindica- 
tions include shock (e.g. extensive trauma 
or hemorrhage) ; marked respiratory ob- 
struction, depression, or failure; and liver 
or renal disease in advanced stages. 

Also, great caution is necessary where 
the plasma cholinesterase is known or sus- 
pected to be low as in advanced liver 
disease, hypoproteinemia, severe anemia, 
cachexia due to malnutrition, malignancy, 
and chronic infection, and organo-phos- 
phorus insecticide poisoning. In such 
cases the doses of the relaxant is reduced 
one-half to one-third. In the aged altered 
sensitivity may be noted, and the anes- 
thetist should reduce the dose of relaxant 
two-thirds to one-half of the adult dose. 
Assisted respiration rather than controlled 
is better here because of the greater ten- 
dency for a respiratory deficiency or pro- 
longed apnea to occur. In asthmatics or 
people with a marked allergic history, 
ether and a non-depolarizer drug such as 
gallamine may be beneficial. 

In cardiovascular disease, both curare 
and succinycholine have been used; how- 
ever, many prefer succinylcholine on ac- 
count of the lack of a histamine reaction 
which can cause severe hypotension. Also, 
succinylcholine is quicker acting and may 
prevent bucking or straining faster. 

In fluid and electrolyte imbalance, de- 
hydration, and potassium deficiency, there 
is an increased sensitivity to relaxants. 
So the dosage has to be adjusted accord- 
ingly. The best procedure is to use suc- 
cinylcholine in a 0.1 per cent solution con- 
tinuous drip or to reduce the dosage of 
curare to one-fourth to one-half dose and 
for the anesthetist to give small repeated 
doses (curare). 

In liver disease an increased sensitivity 
to succinylcholine may be noted. The re- 
laxant (succinylcholine) should be given 
in a 0.1 per cent drip with assisted res- 
piration. In kidney disease succinylcholine 
in reduced dosage seems to be the relaxant 
of choice for reasons previously stated. 

In new-born infants and in children, 
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there is an increased sensitivity to non- 
depolarizing relaxants and a decreased 
sensitivity toward depolarizing drugs. Suc- 
cinylcholine will prove to be the better 
drug here with doses of 0.5 to 0.8 mgm./ 
Kg. Foldes > has recommended 1 mgm. to 
2 mgm./Kg. 

In myasthenia gravis *° the pathological 
physiology is not known with any certain- 
ty. Myasthenic muscle groups are hyper- 
sensitive to relaxant compounds blocking 
by impedance of depolarization, while they 
show a high degree of resistance to blocks 
by persistent depolarization. Furthermore, 
blocks by persistent depolarization may in 
myasthenic muscle groups act exclusively 
by impedance of depolarization. For these 
reasons the use of any muscle relaxant is 
contraindicated. On account of the exist- 
ence of undiagnosed mild or latent cases, 
the importance of a small, initial test dose 
is obvious when any relaxant, blocking by 
impedance of depolarization, is adminis- 
tered. 


Complications 


The complications associated with mus- 
cle relaxants may be due to the relaxant 2" 
per se or the effect of the physiologic 
trespass on respiration. It has been noted 
that some muscle relaxants, as curare and 
curare-like drugs, rarely exert certain his- 
tamine-like actions ** in man. This action 
may be due to the release of histamine or 
histamine-like substances from skeletal 
muscles, although this is controversial. 
This occurrence may account for symp- 
toms such as hypotension and broncho- 
spasm." This hypotension (caused by gan- 
glionic @° blocking action and/or histamine 
release) may be treated with vasopressors. 
Immediate relief of the bronchospasm may 
be obtained by the intravenous injection 
of 0.1 to 0.2 mgm. of epinephrine diluted 
to 5 ec. Hydrocortisone ** intravenously 
also offers the possibility of effective ther- 
apy without side effects. Too, aminophyl- 
line has been used especially in patients 
under cyclopropane anesthesia. With this 
anesthetic drug, epinephrine is never used 
by any route of administration. Hyper- 
tension occasionally may result from the 
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administration of succinylcholine possibly 
due to stimulation of the sympathetic gan- 
glia.” No treatment is usually needed. 
Postoperative muscular pains and stiff- 
ness 2* have occasionally been noted fol- 
lowing the use of succinylcholine. Bed rest 
for one to two days is the only treatment 
necessary. 

The respiratory complications following 
the use of relaxants may vary from res- 
piratory deficiency to apnea. The anes- 
thetist must decide whether the respira- 
tory complications arise centrally as in 
the brain or peripherally from some de- 
fect in neuromuscular transmission.** Usu- 
ally the respiratory deficiency brought 
about by a relaxant can be distinguished 
from that due to depressant drugs. The 
relaxant-type respiratory deficiency is 
characterized by a decrease in tidal ex- 
change, an accentuation of diaphragmatic 
action, a jerky respiration, a loss of effec- 
tive intercostal function, and an inclusion 
of the accessory muscles (tracheal tug). 
The rate is usually elevated but may be 
normal. This is differentiated from the 
narcotic depression (the slow rate of res- 
piration) and from the barbiturate depres- 
sion (the shallow but unlabered respira- 
tory efforts of the patient). 


The causes of respiratory deficiency or 
apnea are many: ~-*8 Too deep general 
anesthesia, errors in the technique of con- 
trolled respiration causing CO. accumula- 
tion with lowering of the pH, acapnea, ex- 
haustion of the Hering-Breuer reflex or 
out of phase impulses reaching the res- 
piratory center, low serum potassium, fail- 
ure of redistribution of the relaxant from 
the end-plate into the inactive tissue de- 
pots and plasma, altered response of the 
end-plate to succinylcholine, slow recovery 
of the muscle fiber, low plasma cholines- 
terase, and the breath-holding reflex due 
to reflex stimulation from the endotra- 
cheal tube. 

To prevent these respiratory complica- 
tions, the anesthetist should (1) follow the 
advice given previously for the use of re- 
laxants in patients with altered sensitivi- 
ty; (2) not administer the relaxant to 
patients already apneic from central de- 
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pressant drugs; (3) not use excessive sin- 
gle doses of either curare or succinylcho- 
line; (4) give just enough drug for 
desired relaxation in long procedures; 
(5) give, when and if controlled respira- 
tion is used, only the medium dose, dis- 
continue the drug, whether by single in- 
jection or drip, and await the return of 
the first signs of respiration before pro- 
ceding further with more relaxant; (6) de- 
crease the possibility of breath-holding by 
spraying the pharynx, trachea, and cords; 
(7) assist respiration at fourteen to twen- 
ty per minute with a respiratory minute 
volume of six to ten liters per minute and 
a tidal exchange of 500 to 800 cc.;? 
(8) avoid hyperventilation as hypocapnea 
and exhaustion of the Hering-Breuer re- 
flexes may cause an apnea to occur and 
persist long after other causes have dis- 
appeared. 


Treatment of Respiratory Complications 


In the treatment of the respiratory com- 
plications, the maxim that the only sure 
way to avoid a prolonged postoperative 
apnea is to prevent its development dur- 
ing anesthesia and to act immediately 
should it develop remains true. It applies 
equally to the non-depolarizing long-last- 
ing muscle relaxants such as curare and 
to short acting depolarizing relaxants as 
succinylcholine. The treatment of the res- 
piratory deficiency or apnea will depend 
on the underlying mechanism. Artificial 
respiration is the mainstay of any treat- 
ment for respiratory deficiency or apnea. 

During the operation, the anesthetist 
should discontinue the relaxant drug and 
ascertain whether the respiratory defici- 
ency or apnea is due to too deep general 
anesthesia, too light general anesthesia, 
or excessive doses of the relaxant. When 
the trouble is due to the relaxant, the pa- 
tient’s lungs inflate easily, and relaxation 
in the field of surgery will be excellent. 
Discontinuance of the relaxant is impera- 
tive. Apnea, due to too light anesthesia, 
such as by breath-holding, is manifest by 
difficulty in inflating the lungs, by pos- 
sible elevation of the blood pressure and 
pulse, and by poor muscular relaxation. 
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In this situation, one must deepen the 
anesthesia because the relaxant is not at 
fault. When central depression is the 
cause of the respiratory deficiency, infla- 
tion of the lungs is difficult. 

Often painful stimuli from the operative 
area will initiate irregular, shallow respir- 
ation in the poorly relaxed patient. If 
apnea is from hypocapnea, relaxation is 
poor and the blood pressure and pulse are 
usually normal or decreased. When there 
is central depression, increase the relax- 
ant according to the relaxation needed in 
the operative area. Do not administer any 
more depressant drugs until respiration 
returns. If apnea has been produced by 
excessive doses of narcotics and analge- 
sics, the administration of 5 to 10 mgm. 
of nalorphine or 1 to 2 mgm. of levallor- 
phan will reestablish spontaneous respira- 
tion within two to three minutes, in many 
cases.”: 7° 

In the treatment of postoperative res- 
piratory deficiency or apnea, the specific 
antidote for the curare and curare-like 
drugs is prostigmine® or neostigmine and 
edrophonium or tensilon®. These drugs 
can also be used in occasional cases of 
succinylcholine apnea of long duration 
where other measures have failed. Fresh 
whole blood has been used in succinylcho- 
line apneas with occasional success. There 
is some evidence, as first pronounced by 
Churchill-Davidson,*! that in the prolonged 
administration of succinylcholine there is 
altered sensitivity of the neuromuscular 
end-plate and there may be a dual block 
in which first a depolarizing block occurs 
and later is followed by a non-depolarizing 
block. 


Let us consider the drugs, tensilon® and 
prostigmine®.**” The pharmacological ac- 
tion of tensilon® (edrophonium chloride) 
resembles acetylcholine, but this action is 
more prominent on skeletal muscles than 


7 on the ganglia and postganglionic para- 


sympathetic endings. Tensilon® also pos- 
sesses moderate anticholinesterase activi- 
ty. Although its muscarinic effect is less 
pronounced than acetylcholine, it is still 
considered safe to give atropine before 
its administration. However, some believe 
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atropine is not necessary. The dosage of 
tensilon® is repeated single doses of five 
to ten mgm. until effect. The action of 
tensilon® is transient, since it is not more 
than five minutes duration. Total dosage 
should not exceed 30 to 40 mgm., since 
overdose can result in a block by persis- 
tent depolarization. 

If spontaneous respiration is restored 
after tensilon and if the patient later be- 
comes apneic, prostigmine® 1 to 1.5 mgm. 
preceded by atropine in the same preopera- 
tive dosage may be given. Prostigmine® 
belongs to the so-called cholinesterase in- 
hibitors and acts by preserving acetylcho- 
line from rapid hydrolysis. Prostigmine® 
should ordinarily be given in repeated 
doses of 1 mgm. It is imperative to give 
atropine intravenously three to five min- 
utes before the prostigmine®. Between 
each dose of prostigmine®, the drug 
should be allowed time to act (two to four 
minutes), and the respiration and pulse 
should be closely watched. The maximum 
dosage of prostigmine® should not exceed 
2.5 to 3 mgm. It is hopeful that some res- 
piratory effort is made by the patient or 
some motion of the breathing bag is made 
before the use of any of these drugs. This 
is particularly important when the anes- 
thetist uses prostigmine® or tensilon®. 

It has been shown by Hunter“ that 
there are some patients who are resistant 
to prostigmine® and that prostigmine® in 
itself in large doses can cause neuromus- 
cular block. If the anesthetist assists the 
patient’s respiration instead of controlling 
it and if a respiratory deficiency develops, 
then the anesthetist has some respiratory 
effort as a basis on which to begin the 
treatment of the deficiency. 

Other drugs used in the treatment of 
respiratory deficiency include the use of 
a mild diuretic as 50 cc. of 50 per cent 
glucose or 500 cc. of 10 percent glucose 
in patients with a decreased urinary out- 
put or in patients to whom large doses of 
succinylcholine have been given by con- 
tinuous intravenous drip. The possibility 
of accumulation of succinylmonocholine ** 
must be considered in such a situation. 
Since both succinylcholine and succinyl- 
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monocholine are excreted rapidly through 
the kidneys, once that urinary excretion 
has been reestablished, the respiratory de- 
ficiency or apnea caused by accumulation 
of succinylmonocholine will be relieved. 
In patients with preoperative potassium 
deficiency, there may be a tendency to 
depressed respiration. In those cases in- 
travenous 0.3 per cent solution of potassi- 
um chloride at eighty to one hundred 
drops per minute may be beneficial. 


Summary 


The uses of muscle relaxants have been 
beneficial in many types of surgery in- 
cluding abdominal, chest, and cardiac sur- 
gery. Their advantages are also manifest 
in endotracheal intubation and endoscopic 
procedures. In electroshock therapy they 
have been a boon. 

The safeguards have been discussed un- 
der (1) management of anesthesia with 
relaxants, (2) dosage and administration, 
(3) indications and _ contraindications, 
(4) drugs used in combating and prevent- 
ing complications. 

The cardinal principles in the manage- 
ment of anesthesia with relaxants have 
been enumerated. ; 

Dosage and administration is mentioned 
with emphasis on the synergism that oc- 
curs between relaxants and anesthetic 
agents. 

Indications and contraindications are 
emphasized with reference to the type of 
relaxant best suited in a given situation. 

The complications associated with mus- 
cle relaxants may be due to the relaxant 
per se or the effect of the physiologic 
trespass on respiration. These complica- 
tions and their causes are listed. The vari- 
ous drugs used to combat or prevent un- 
toward situations are gone into in detail. 
Especial emphasis is placed on respiratory 
deficiency and apnea. Artificial respira- 
tion is the mainstay of any treatment for 
respiratory deficiency or apnea. 
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Nature of Yellow Fever 
S. M. Bemiss 


* * Artificial heat is a destroyer of yellow fever poison; but the same objections 
rest against it that I have mentioned as applicable to artificial cold. It is not possible 
to extend its range of action beyond close rooms and such fomites as may be conveniently 


subjected to it in ovens or closets. * * 


Burning infected things certainly puts and end to their power to work harm. But 
the manner in which this is sometimes done is productive of more injury than good. 
If slow fires are trusted to consume infected material, the smoke and currents of air 
emanating from them convey the infection to the inhabitants of neighboring houses. 
The articles to be burned should be covered with some inflammable substance and 


thrown upon hot fires. 


New Orleans M. & S. J. 10:349 (Nov.) 1882 
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Commitment Procedure in Louisiana 


@ The commitment of the mentally ill is a subject of wide interest, a 


problem of tremendous social and economic proportions. 


ENTAL illness is the nation’s number 

one health problem. Half the hospi- 
tal beds in the United States are occu- 
pied by mental patients. There are over 
618,000 resident patients in public men- 
tal hospitals in the United States; there 
are over 219,000 new admissions each 
year. In 1960, Louisiana’s three public 
mental hospitals treated 15,777 patients; 
they admitted during the year 4,376 new 
patients. ! 

This paper briefly describes the Mental 
Health Law of Louisiana and discusses 
the manner in which commitment proce- 
dure is actually carried out in practice.” 

I. Types of Civil Commitment 

The term “commitment” designates the 
various types of admission to the mental 
hospital. The Mental Health Law of Lou- 
isiana provides four modes of procedure 
for admission to a mental hospital: 
(1) coroner’s commitment, (2) judicial 
commitment, (3) emergency commitment, 
and (4) voluntary admission. 

The statutes on compulsory hospitaliza- 
tion in the United States (including Lou- 
isiana’s) are an outgrowth of the common 
law rule that any person has a right to 
detain one who is mentally ill and danger- 
ous to himself or others. Only the last- 
indicated procedure (voluntary admission) 
requires the patient’s consent. Many men- 
tal patients prefer to remain in the hospi- 
tal, seeking its security and care, but 
there are others who protest hospitaliza- 
tion. The mental health laws are unique 
in our legal system.’ They permit forced 
incarceration without the commission of 
crime. The justification for involuntary 
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commitment is that a seriously ill person 
lacks the insight to care for himself or 
may be dangerous to others. For these 
reasons, the care of the mentally ill en- 
tails legal formalities generally unneces- 
sary in the care of persons suffering phy- 
sical illness. 


A. Coroner’s Commitment 

The coroner’s commitment procedure in- 
volves an application to the superintendent 
of a hospital, submitted by a relative, or 
any responsible person in the ‘“‘absence of 
relatives,” and supported by a certificate 
signed by the coroner and another physi- 
cian. As a result of an amendment in 1954, 
pushed by State Representative Wellborn 
Jack of Caddo Parish, the application must 
also be approved by a district court judge. 
While the judge may act upon it without 
formalities (such as notice and hearing), 
it can realistically be said that there is 
no longer in operation in Louisiana the 
coroner’s commitment procedure. There 
is now no authority for the coroner to 
commit directly to an institution; the ap- 
plication must be approved by the judge, 
at least informally.‘ 

The coroner’s commitment procedure is 
also seldom used in Louisiana because the 
patient can petition for a subsequent-to- 
commitment court hearing, entailing ex- 
pense and time, which can be obviated by 
obtaining initially a formal court order, 
with notice and hearing. In Louisiana any 
person committed without formal notice 
and hearing is entitled to a hearing upon 
demand.” 

It would appear that there is no need 
for the coroner’s commitment procedure 
in Louisiana. It does not exist elsewhere. 
The coroner’s position in Louisiana is usu- 
ally filled by persons inexperienced in the 
diagnosis of mental illness, and hence his 
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certification is not of particular value. 
The decision may as well be made by the 
judge. The judicial and emergency com- 
mitment procedures are adequate methods 
for compulsory admission. 


B. Judicial Commitment 

The judicial or court commitment is the 
principal mode of procedure which is used 
throughout the country, including Louisi- 
ana. The commitment is for an indefi- 
nite period. Approximately 90 per cent of 
‘all mental patients are admitted via judi- 
cial procedure. 

The Louisiana law provides that any 
responsible person, upon presentation of 
a certificate co-signed by the coroner and 
another physician, may apply to a civil 
district court for commitment of a men- 
tally ill person." The judge at the hearing 
may or may not request the presence of 
the patient and it is within his discretion 
whether notice of the hearing is served on 
the patient. It is possible to obtain a 
judicial commitment within twenty-four 
hours in most Louisiana parishes. In Or- 
leans Parish, the parish of the largest 
number of commitment applications, the 
Civil District Court requires that the pa- 
tient be served notice fifteen days before 
hearing. The fifteen-day notice period, 
which is generally employed in judicial 
proceedings, seems excessive for commit- 
ment procedure in that it delays transfer 
of patients to state hospitals from Charity 
Hospital and the Veterans Administration 
Hospital, from which, as a matter of prac- 
tice, judicial commitments are made in 
Orleans Parish. When commitment is con- 
tested, which is rare, delays could be grant- 
ed. As matters stand, the fifteen-day no- 
tice period places the Charity and Veter- 
ans Administration Hospitals in the posi- 
tion of custodians. In Orleans Parish, the 
judge at the hearing interviews, at least 
briefly, every patient to be committed. 

In both the coroner’s and judicial com- 
mitments, the coroner and physician must 
have made a personal examination of the 
alleged mental patient not more than three 
days prior to the date of petitioning the 
superintendent or court. Furthermore, in 
the case of the coroner’s commitment, the 


alleged mental patient must be admitted 
to the hospital within fourteen days after 
the examination. 


To assist in deciding upon an application 
for commitment, some judges take advan- 
tage of the provision of the law which 
permits sending the allegedly mentally ill 
person to an institution for a limited peri- 
od for observation.‘ The court order some- 
times allows the institution “thirty days 
and such additional time as may be re- 
quired” to make a finding. 

The judicial commitment procedure has 
come in for a great deal of criticism. It 
is considered in some quarters to be use- 
less and detrimental. The British Mental 
Health Act has eliminated judicial com- 
mitment in civil cases. An independent 
agency, called the Mental Health Review 
Tribunal, composed of persons trained in 
law, medicine and social service, and to 
which patients and their relatives have 
access, is established under the British 
Act to review the need for continued hos- 
pitalization.» It is the view that the 
magistrate’s order is not an effective safe- 
guard because he cannot form any sound 
independent opinion on the patient’s men- 
tal state” and because the judicial order 
links certification with the courts and the 
punishment of crime, thereby stigmatiz- 
ing the patient. The new British Act re- 
places the judicial order with the require- 
ment in compulsory admission cases of 
two medical opinions including one from 
a doctor of special experience. It is con- 
sidered that the requirement of two medi- 
cal opinions, one of which is by an expert, 
is a better safeguard than the judicial 
order.!” 

It would appear, however, that the ju- 
dicial commitment procedure should be re- 
tained by law. As a result of the judicial 
commitment, there is less chance of the 
physician being sued for an improper con- 
finement. It spreads the responsibility. 
Furthermore, many commitments are so- 
cial decisions, involving persons who are 
not medical problems but who are sent 
to the mental hospital for lack of another 
place to send them for custodial care. It 
is the function of the judge as society’s 
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representative to make a value decision 
of this type. Regarding commitments 
for medical reasons, judicial commitment 
should be afforded only upon request. At 
Charity Hospital in New Orleans, where 
there are approximately 90 admissions 
per month, 30 to 45 persons are committed 
to state institutions, the remainder dis- 
charged. Approximately two-thirds of the 
patients who are committed are either out 
of contact with reality or in perfect agree- 
ment with the physician’s recommenda- 
tion of commitment. The remaining one- 
third protest commitment. It would ap- 
pear that the latter are entitled to have a 
judge make the decision. For others, there 
is no need for judicial commitment, which 
is stigmatizing and time-consuming. There 
is always the remedy of habeas corpus for 
improper confinement. 


C. Emergency Commitment 

The emergency commitment of the men- 
tally ill is done by a doctor and a friend. 
The law provides that a relative, curator 
or friend may apply to an institution su- 
perintendent for the emergency commit- 
ment of a person who, upon examination 
by a qualified physician, has been certified 
to be mentally ill and in need of immediate 
care. An emergency commitment must be 
followed by judicial or coroner’s commit- 
ment, or by discharge, within thirty 
days.!! 

The emergency commitment procedure 
is little used in Louisiana, probably be- 
cause most physicians have been unaware 
of its availability. The examining physi- 
cian need not be a psychiatrist. Perhaps 
some physicians are wary of a lawsuit, es- 
pecially in cases involving paranoid indi- 
viduals, but insurance is available as pro- 
tection, and lawsuits, which are rare, are 
singularly unsuccessful throughout the 
country. A physician acting in good faith 
to arrange care for an acutely disturbed, 
potentially suicidal or destructive patient 
need not fear legal repercussions. More 
frequent emergency commitments would 
reduce the number of instances in which 
acute psychiatric cases are confined in 
jails or permitted to run free at risk to 
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themselves and others. Moreover, within 
the thirty-day confinement period afford- 
ed by the emergency commitment proce- 
dure, the patient is often calmed down, 
ready for discharge or voluntary admis- 
sion. As a prerequisite for this form of 
commitment, the examining physician 
must state that the patient requires im- 
mediate care in a mental hospital. 


In approximately fifteen states there 
apparently is no short-cut of formal ad- 
judication even in acute emergencies. In 
these states a violent patient would have 
to be detained in jail until formal com- 
mitment is accomplished. 


D. Voluntary Admission 

Voluntary admission to an institution 
may be obtained by a mentally ill person 
who presents to the superintendent a writ- 
ten application and a physician’s certifi- 
cate of examination.'* 

Until recently, few voluntary patients 
were accepted in Louisiana State hospitals. 
Voluntary admissions were not encour- 
aged since these patients could obtain a 
release on demand although the hospital 
staff might believe the patient to be a 
danger to himself or to society. It was 
difficult for the staff to obtain judicial 
commitments of patients already in state 
hospitals not located in their home par- 
ishes. In 1954, the Louisiana law was 
amended to provide that the superinten- 
dent, within forty-eight hours of the re- 
quest, may state to the district court of 
the parish where the mental institution is 
located that the release of the patient 
would not be wise from the viewpoint of 
the safety of the patient or others, and 
release may be postponed for as long as 
the court determines necessary for the 
commencement of judicial commitment." 
Notwithstanding the disadvantages, vol- 
untary commitments have recently been 
encouraged, as they should be in our opin- 
ion, since the stigma and prison-like as- 
pects of hospitalization are thus appre- 
ciably reduced. There is thus afforded an 
opportunity for hospitalization with no 
more red tape than admission to a gen- 
eral hospital. An important right of the 


465 








COMMITMENT PROCEDURE—SLOVENKO, SUPER 


mentally ill, sometimes forgotten, is the 
right to early and efficient treatment. 
Burdensome admission formalities make 
‘families reluctant to send relatives to the 
hospital, are painful to the patient him- 
self, and tend to foster the stigma of men- 
tal illness. 

The Southeast Louisiana Hospital (Man- 
deville) has recently begun accepting some 
voluntary cases from New Orleans on the 
condition that the patient agree to give 
“seven days’ notice prior to demanding his 
discharge. If a patient requests his re- 
lease but is considered by the staff to be 
dangerous to himself or others, he is trans- 
ferred to Charity Hospital in New Orleans 
where steps are immediately taken to ob- 
tain judicial commitment. At present vol- 
untary applicants are being accepted in 
increasing numbers by the East Louisiana 
State Hospital at Jackson. Unfortunate- 
ly, some persons applying for admission 
are not seeking treatment but are running 
away from real or apparent legal or family 
problems. There are a number of alcohol- 
ics seeking admission. 

There is a growing tendency through- 
out the country toward nonjudicial com- 
mitment. The voluntary admission proce- 
dure exists in all states, except approxi- 
mately six. Most states in the United 
States specify a short fixed detention peri- 
od or a short detention period following a 
notice of desire to leave. Although he en- 
ters at will, the patient cannot leave at 
will.'* The British Mental Health Act 
grants power to change the patient’s stat- 
us quickly to that of a detained patient. 
The British Act makes no distinction be- 
tween, the treatment of the detained pa- 
tient -and that of the voluntary patient." 


II. Criminal Commitment 
A person charged or convicted of crime 
who is mentally ill at the time of trial is 
judicially committed to the so-called crimi- 
nal colony at the East Louisiana State 
Hospital.'* Criminal commitments are 
often of therapeutically hopeless cases. 
However, an active treatment unit, sepa- 
rating the treatable, has recently been es- 

tablished in the criminal colony. 


A prisoner in the jail or penitentiary 
who becomes mentally ill during the term 
of sentence is committable to the criminal 
colony at the East Louisiana State Hospi- 
tal. Transfer is accomplished by the regu- 
lar criminal commitment,'* and the period 
of commitment is credited against the sen- 
tence.'* There is no provision for transfer 
of the non-psychotic criminal. From the 
viewpoint of rehabilitation, there is much 
to be said for the establishment of co- 
ordinated transfers between institutions. 
Within the institution, the hospital super- 
intendent has the right to transfer a pa- 
tient who was not voluntarily admitted 
to the criminal colony without his con- 
sent, which is sometimes necessary for 
the maintenance of security.'” Under the 
British Mental Health Act, the courts 
may, with doctors’ approval, order hospi- 
talization instead of imprisonment for 
mentally ill persons who are deemed suit- 
able for treatment. 


A person who is acquitted of crime by 
reason of “insanity” at the time of the al- 
alleged criminal act (under M’Naghten 
right-and-wrong test) is considered for ju- 
dicial civil commitment. When the court 
commits such a person, there is no convic- 
tion and prison is consequently abandoned 
as an alternative. From the hospital point 
of view, it would be desirable to give the 
hospital the power to reject patients who 
are severe management problems; other- 
wise the hospital may have to convert 
itself into a prison in order to control them. 


It is important to note that a person 
who is criminally committed is sometimes 
“the forgotten man.” *" If he had been 
sent to prison, he would have been released 
at the end of his sentence, or earlier, de- 
pending upon parole. However, in the hos- 
pital, the judge, mindful of public opinion, 
is reluctant to order his release unless the 
hospital psychiatrist will absolutely guar- 
antee to him that the patient will commit 
no further crime, which of course the psy- 
chiatrist cannot do. The hospital as a 
result may act as a jail, with the patient 
serving an indeterminate sentence. The 
problem is not restricted to Louisiana. It 
exists throughout the United States, es- 
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pecially in institutions which are inade- 
quately staffed. 


III. Notice and Hearing in Civil 
Commitments 


Most states of the United States, in 
their interpretation of due process, require 
that the alleged mental patient have ac- 
tual notice and an opportunity for a court 
hearing prior to compulsory admission to 
a hospital, in civil commitment as well as 
in criminal commitment. In four states,”! 
a warrant is actually served by the sheriff. 
The Louisiana Mental Health Law (and 
similar laws in other states) do not pro- 
vide for notice and an opportunity for 
hearing before commitment. However, as 
a rule, patients committed to state hos- 
pitals from Orleans Parish have notice 
served by the civil sheriff and a hearing 
which is usually held in Charity Hospital. 

The opportunity in Louisiana to peti- 
tion for a subsequent-to-commitment judi- 
cial hearing is said to satisfy the due pro- 
cess requirement for persons committed 
without a hearing. The Louisiana Mental 
Health Law provides in the post-commit- 
ment petition-for-hearing procedures that 
an individual may request the appoint- 
ment of a commission to assist the court 
in the hearing. The prior determination 
is easily maintained as the commission 
may be composed of the coroner and phy- 
sician who signed the certificate of com- 
mitment. 


Trial by jury is not allowed in Louisi- 
ana commitment procedure nor in that of 
most other states.** In a criminal proceed- 
ing, the state moves against the accused, 
but in a commitment proceeding, the state 
moves on behalf of the patient as well as 
the community. As it has been put, the 
use of a jury in commitment proceedings 
is about as sensible as calling in the neigh- 
bors to diagnose meningitis or scarlet 
fever.2* However, the jury may have a 
role to play, not in diagnosing the illness, 
but in determining whether a_ person 
should be committed. Commitment is at 
root a social problem, and the jury, rep- 
resenting a cross-section of the commu- 
nity, may be the best agent to decide. For 
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example, it may be the prognosis that a 
person, left to his own devices, will short- 
ly commit suicide, but he prefers to be 
left alone, “to go to hell in his own way.” 
He is, let us assume, a danger to no one 
but himself. The decision in this case 
rests on social values.*! However, because 
of the time and expense involved, it is 
generally believed that the legalism of 
the jury system is not justified in this 
area. Furthermore, as diagnosis and treat- 
ment are interrelated, physicians would 
make diagnoses to the jury with a view 
to the consequences. If commitment is 
the desideratum, the physician would tend 
to diagnose the case so as to convince the 
jury of the necessity of commitment. It 
would appear that the judge alone in the 
court commitment procedure can ade- 
quately protect the civil rights of the pa- 
tient. 

The contested case, wherein a patient 
or his family obtain legal counsel in an 
effort to defeat a petition for commit- 
ment, is rare. One of the authors has 
been the examining physician in approxi- 
mately 2500 commitment proceeding of 
which less than 1 per cent have been for- 
mally contested. The chief reason for the 
rarity of contested cases is that the pa- 
tient’s psychotic condition makes an or- 
ganized effort to defend him impossible. 
In addition, even though a patient may be 
psychotic in the physician’s opinion, the 
physician will seldom press for commit- 
ment in the face of opposition from the 
family unless the patient is clearly a 
homicidal or suicidal risk. 


IV. Liability for Improper Commitment 

Emphasis on medical considerations in 
the Louisiana Mental Health Law (and 
similar laws in other states) results in 
a minimum of legal proceedings. The dan- 
ger inherent in minimizing legal proceed- 
ings is the possible commitment of a 
healthy person and the resultant harm to 
his reputation. To guard against this dan- 
ger, anyone who maliciously and without 
probable cause instigates commitment pro- 
ceedings may be held liable in damages. 
A physician who makes a negligent ex- 
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amination which causes a healthy person 
to be committed to an institution may also 
be held liable in damages. Furthermore, 
any person who improperly commits or 
attempts to commit a healthy person may 
be subject to fine or imprisonment. How- 
ever, a plot to “put someone away” for 
reasons of vengeance or personal gain 
seems to occur more frequently as a dra- 
matic theme than in actuality where a 
qualified examiner could readily distin- 
gfuish delusion from reality. The so-called 
“railroading” of mental patients is more 
a myth than anything else. 

Although a malicious, improper confine- 
ment is rare, patients are often tricked in- 
to coming to a hospital or coroner’s office 
in an unfortunate manner by well-meaning 
relatives, police officers, or physicians 
who, in order to avoid possible violent re- 
sistance, tell the patient that he is coming 
back home immediately, that he is going 
to see a sick friend, etc. Open force is 
preferable to deception since the disturbed 
person may already be excessively sus- 
picious and this deception confirms his 
persecutory ideas and may much delay his 
recovery. 


V. Commitable Persons 


The scope of the Louisiana Mental 
Health Law is broad. It provides in gen- 
eral terms for the commitment of the 
mentally ill,2° the mental defective,*" the 
epileptic °*7 and the inebriate.** While a 
hospital is legally bound to accept a per- 
son who is commited, the reality of the 
situation—the limitation of facilities and 
personnel—often prevents the acceptance 
of all commited persons. 


A. Mental Defectives 

It is estimated that there are on the 
waiting list in Louisiana approximately 
one thousand mental defectives, who in- 
cidentally need custodial care rather than 
medical treatment. Mental defectives can 
quickly overflow an institution. But, at 
present, the judge in Louisiana has no 
place to send them other than to the men- 
tal hospital. On occasion the judge may 
hope that the examining physician will 
not diagnose the person as a mental de- 


fective, so as to enhance his chance of 
acceptance by a state mental hospital. 
Confronted with the problem of disposi- 
tion of a disturbed defective, the physi- 
cian might minimize the deficiency aspect 
of the disorder in his diagnosis. Once 
accepted by the hospital, a mental defec- 
tive committed by court order can be dis- 
charged only with the approval of the 
committing court.” 


B. The Aged 

Even though not psychotic, the aged are 
with great frequency being committed to 
mental hospitals. Throughout the nation 
many feeble old people are sent to mental 
hospitals for primarily sociologic rather 
than mental-health reasons. Relatives are 
unwilling or unable to care for them and 
homes for the aged are usually unavail- 
able. As a result, one often sees in the 
mental hospital gentle, mild-mannered old 
people sitting among younger, very dis- 
turbed persons. These elderly patients 
may be unable to care for themselves at 
home because of organic brain changes 
associated with senility resulting in for- 
getfulness, periods of confusion, deteriora- 
tion of social habits, and obstreperous be- 
havior. They need custodial care, but not 
in a mental hospital; separate state facili- 
ties for the aged would be more suitable. 
Many individuals today believe that the 
State has the duty of taking care of their 
elder relatives. They do not feel respon- 
sible for their old folks. 


C. The Sociopath 


A sociopath (anti-social person or psy- 
chopath, as he is also called), such as the 
sexual psychopath, falls under the broad 
legal definition in the Louisiana Mental 
Health Law of a mentally ill person and 
hence is commitable. However, this type 
of person is often not treatable, and more- 
over is disruptive in a hospital setting. To 
protect against his plotting of riots, es- 
cape, and other acts, the hospital must 
maintain excessive security like that of 
a prison. The place for the sociopath is 
the prison, or a specialized unit, not the 
mental hospital as presently constituted. 
The law provides that a patient who has 
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shown dangerous tendencies shall be dis- 
charged only after sufficient guarantee 
of proper supervision of the patient by a 
reputable person."” 


D. The Alcoholic 


While the alcoholic can be committed 
under the Mental Health Act and is con- 
sidered to be a mentally ill person by most 
psychiatrists, he is not ordinarily com- 
mitted as he presents special problems. In- 
voluntary commitment is of little avail in 
the average case since an alcoholic who is 
not motivated to seek help voluntarily 
rarely benefits from treatment."! No mat- 
ter how long the confinement, such a 
person will immediately begin drinking on 
his discharge. Judicial commitment is 
used in the case of the alcoholic who has 
become psychotic and needs temporary 
confinement for treatment of the psy- 
chotic phase of his illness. A difficult 
problem concerning the decision to com- 
mit occurs in the case of a person who 
is psychotic only when intoxicated, the 
alcohol acting as a trigger to release a 
dormant psychosis. These patients may 
become homicidal when intoxicated but 
after a few days of hospital care will ap- 
pear perfectly normal. If there is no mo- 
tivation for further treatment, commit- 
ment to a state hospital will be served like 
a prison term, with no benefits derived. 
But, if released, the return to the previous 
pattern with drinking and disturbed be- 
havior can be predicted. Neither present 
laws nor facilities provide an adequate 
solution. And, as in the case of the psy- 
chopath, psychiatrists wait for society 
through changes in its laws to say wheth- 
er it wants such people confined indefi- 
nitely or permitted to continue a potenti- 
ally dangerous freedom. 


E. The Juvenile 

A juvenile can be committed only by 
the judicial mode of procedure. Jurisdic- 
tion is vested entirely in the juvenile 
court." The juvenile court has jurisdic- 
tion of neglected and delinquent juveniles 
under the age of seventeen. If the juve- 
nile is committed, the juvenile court re- 
tains custody over him while he is in the 
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institution until he reaches the age of 
twenty-one years.** If further commit- 
ment is then necessary, a petition must be 
made to the district court for commitment. 


VI. The Rights of the Committed Patient 

The Louisiana Mental Health Law in- 
cludes post-admission provisions. It pro- 
vides a bill of rights for patients. It in- 
cludes: (1) the right to private visitation 
and correspondence with an agent of the 
department, the patient’s attorney, phy- 
sician, minister, relatives or friends; 
(2) the right to be employed at a useful 
occupation, depending on his condition and 
available facilities, and to sell his prod- 
ucts; (3) the right to hire examination 
by a private physician under the super- 
vision of the department; (4) the right to 
be discharged as soon as medically ad- 
visable; and (5) the right to the writ of 
habeas corpus.*” 

The Louisiana Mental Health Law does 
not mention the right of the patient to 
proper medical care. The commitment 
laws of some states provide for “medical 
care and treatment in accordance with the 
highest standards accepted in medical 
practice.” However, the general lack of 
adequate hospital personnel and equip- 
ment usually makes this provision simply 
a pious expression of hope. In 1958, Lou- 
isiana ranked forty-seventh in the nation 
in the adequacy of the physician staff at 
its mental hospitals according to the stand- 
ards of the American Psychiatric Associa- 
tion. It ranked forty-second in the nation 
in average maintenance expenditure per 
patient per day in public mental hospitals. 
It ranked thirty-fifth in the nation in per- 
capita spending for mental patients.*® 
These figures, however, do not reflect the 
tremendous progress made in recent years 
in Louisiana. As recently reported by Dr. 
Robert G. Heath, Chairman of Tulane Uni- 
versity’s Department of Psychiatry, vast 
improvements have been made in Louisi- 
ana in the care of the mentally ill, primari- 
ly as a result of close cooperation between 
the state hospitals and the universities.** 


Under the Louisiana Mental Health 
Law, commitment in itself does not de- 
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prive the patient of his civil rights, such 
as the right to make contracts and gifts. 
It is the purpose of an incompetency pro- 
ceeding (interdiction) to adjudge a per- 
son incompetent and to appoint a curator 
(guardian) to control his property and 
administer his affairs. Commitment, while 
it involves confinement in an institution, 
does not in itself take from the patient the 
care and management of his estate. In 
some states, and as a matter of practice 
in some parishes in Louisiana, commit- 
ment and interdiction (guardianship) are 
joined in one proceeding. In our opinion, 
the process of commitment should be kept 
separate from that of adjudication of in- 
competency. Identification of commitment 
with incompetency proceedings makes for 
excessive formality in the former. The 
deprivation of civil rights is properly at- 
tended with legal safeguards, but formali- 
ty is undesirable in the commitment proc- 
ess, which is concerned with the determi- 
nation whether a person should be hos- 
pitalized. 

In those jurisdictions which combine 
commitment and incompetency proceed- 
ings, the patient loses a number of rights, 
such as control over his property, the 
right to maintain his marriage, the cus- 
tody of his children, and, in some places, 
the right to have children, as he may be 
subject to sterilization laws. The mental 
patient also has no statutory right in many 
jurisdictions to correspond with persons 
outside the hospital, including an attorney. 


VII The Rights of the Superintendent 

The superintendent of the hospital may 
discharge any patient committed to his in- 
stitution if he believes that the patient has 
sufficiently recovered and that no harm 
will result from his discharge. However, 
a criminally committed patient,** a juve- 
nile,*” or a mental defective committed by 
court order,” can be discharged only upon 
order of the committing court. Moreover, 
a patient who has shown dangerous ten- 
dencies can be discharged only upon the 
written consent of the Department of Hos- 
pitals after an examination and after suf- 
ficient guarantee of proper supervision of 
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the patient by a reputable person.'! Fur- 
thermore, any patient whose discharge is 
opposed by a relative or other interested 
person can be discharged only after the 
person opposing has been notified and giv- 
en an opportunity to state his reasons why 
the patient should be detained for further 
care and treatment.'” 

The Department of Institutions has the 
power under the law to establish places of 
confinement for patients of dangerous ten- 
dencies and for those charged with crime 
who require special protection and re- 
straint.** Hence, at the East Louisiana 
State Hospital, persons needing maximum 
security are confined in the criminal col- 
ony. The superintendent has the authori- 
ty to transfer a patient from one division 
of the hospital to another, with the excep- 
tion that a person criminally committed 
can be transferred only upon the authority 


‘of the committing court and a voluntary 


patient can be transferred only with his 
written consent.*! 


Regarding the alcoholic, it might be 
noted that alcoholism is often a problem 
secondary to severe mental disturbance. 
At the hospital, when this is learned, the 
patient is transferred out of the alcoholic 
unit. The family, however, objects, com- 
plaining of the patient’s transfer. to the 
“insane folks.” As pointed out, a volun- 
tary patient can be transferred only with 
his written consent, and hence the hospi- 
tal’s care of the patient is rendered diffi- 
cult. 


VIII. Conclusion 

(1) Although in need of improvement, 
the Louisiana Mental Health Law is one 
of the more modern in the nation. It pro- 
vides for immediate hospitalization for 
mentally ill persons. It eliminates many 
medically injurious features of procedures 
currently used in other states. 

(2) Physicians and attorneys could ex- 
pedite admission of acutely ill psychiatric 
patients by becoming familiar with the 
Mental Health Act. Few have been aware 
of the thirty-day emergency commitment. 

(3) The law does not adequately pro- 
vide for the disposition of nonpsychotic 
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mentally ill persons such as the sociopath, 
the alcoholic, and the aged person with 
organic brain damage. The commitment 
of the nonpsychotic mentally ill needs clar- 
ification in the law. It is a confused area 
in both law and psychiatry. Furthermore, 
proper facilities are needed for their con- 
finement. 


Footnotes 

' Although the stress today is on treating the 
mentally ill in the community rather than on 
transferring them to state institutions, the num- 
ber of persons in out-of-the-community institu- 
tions remains today approximately the same as 
in previous years. But the rate of discharge is 
quicker, due essentially to the development of 
tranquilizing drugs. 

“On any given day there are, in the publicly 
supported hospitals for mental diseases of this 
country, between 600,000 and 700,000 patients. 
An enormous number of these patients have been 
hospitalized for many years. There is repetitive 
evidence that once a patient has remained in a 
large mental hospital for two years or more, he 
is quite unlikely to leave except by death. He 
becomes cne of the large mass of so-called ‘chron- 
ic’ patients.” Bloomberg, A Proposal for a Com- 
munity-Based Hosnvital as a Branch of a State 
Hospital, 116 Am. J. Psychiatry 814 (1960). 

“The problem of commitment and hospitaliza- 
tion of the mentally ill has been receiving wide 
attention. In 1950, the Council of State Govern- 
ments and the Federal Security Agency prepared 
a “Draft Act,” which was transmitted to all of 
the state governors as a working model, to be 
adapted to local need and conditions. Approxi- 


mately ten states have adopted the Draft Act 
in whole or in part. See U. S. Public Health 
Service, A Draft Act Governing Hospitalization 
of the Mentally Ill, Pub. No. 51 (Rev. ed. 1952) ; 
Curran, Hospitalization of the Mentally Ill, 31 
N.C.L. Rev. 274 (1953); Davidscn, The Commit- 
ment Procedures and Their Legal Implications, 
in 2 American Handbook of Psychiatry 1902 
(Arieti ed. 1959); Felix, Hospitalization of the 
Mentally Ill, 107 Am. J. Psychiatry 712 (1951); 
Ross, Commitment of the Mentally Ill: Problems 
of Law and Policy, 57 Mich. L. Rev. 945 (1959) ; 
Whitmore, Comments on a Draft Act for the 
Hospitalization of the Mentally Ill, 19 Geo. Wash. 
L. Rev. 512 (1951); Weihofen, Hospitalization of 
the Mentally Ill, 50 Mich. L. Rev. 837 (1952). 

The American Bar Foundation has conducted 
a research survey of the rights of the mentally 
ill, under the directorship of Professor Hugh Alan 
Ross of the Western Reserve University Law 
School. See American Bar Foundation, The Men- 
tally Disabled and the Law, Report of the Proj- 
ect of the Rights of the Mentally Ill (1960). The 
Association of the Bar of the City of New York 
and the Cornell Law School have established a 
Special Committee on the Study of Commitment 
Procedures, of which Professor Bertram F. Will- 
cox of the Cornell Law School has been named, 
director. The task of the Committee is to study 
and evaluate the law and regulations with respect 
to admission of patients to mental hospitals in 
New York State. The time-table calls for publica- 
tion of the report in book form, hopefully before 
the end of 1961. Since 1954, approximately twen- 
ty-three states have set up special committees to 
study various phases of the mental illness law. 
See Kittrie, Mental Disability Law, Student Law. 
J. 5 (June, 1958). 


Appendix 
PATIENTS ADMITTED TO LOUISIANA STATE MENTAL HOSPITALS 


CLASSIFIED BY TYPE OF ADMISSION, FISCAL YEAR 1959-60 





Admission Type East 


Central Southeast Total 








Voluntary 106 6 139 251 
Emergency 8 18 6 32 
Coroners 20 9 116 145 
J udicial—Civil 1454 1410 449 3313 
Judicial— Observation 6 6 2 14 
J udicial—Criminal 118 — — 118 
Transfer from Penal or 

Correctional Institution 33 — — 33 
Transfer from Other La. State 

Mental Hospital 60 12 16 88 
Transfer from State Colony 1 1 — 2 
Transfer from Other State 

Institution af; 10 -— 17 
Transferred from Charity Hospital 327 2 34 363 
Not Reported =e = = : 

Total 2140 1474 762 4376 
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The Subcommittee on Constitutional Rights of 
the Committee on the Judiciary of the United 
States Senate, of which Senator Sam J. Ervin, 
Jr., of North Carolina is chairman, conducted 
hearings in March and April, 1961, on the con- 
stitutional rights of the mentally ill. The sub- 
committee’s primary interest concerned federal 
jurisdiction, but it gathered information on com- 
mitment procedures and related matters in the 
states. 

Dr. A. K. Lavender, Superintendent of the East 
Louisiana State Hospital at Jackson, Louisiana, 
has organized conferences, inviting persons from 
various fields, to discuss commitment procedure 
in Louisiana. A copy of the Louisiana Mental 
Health Law (Title 28 of the Revised Statutes), is 
available upon request from the Department of 
Hospitals, Baton Rouge, Louisiana. The Louisi- 
ana law, adopted in 1946, contains many of the 
best features of the Draft Act. 

England and Wales enacted a new mental 
health act in 1959, the first fundamental revision 
of the English mental health laws since 1945. 
See Maclay, The New Mental Health Act in Eng- 
land and Wales, 116 Am. J. Psychiatry 777 
(1960) ; Willcox & Roemer, Hospitalization Under 
the British Mental Health Act, 1959, 9 Am. J. 
Comp. L. 606 (1960). 


* They find parallel only in the statutes passed 
some years ago in regard to recalcitrant tubercu- 
losis patients. See, e.g., Mass. Laws Ann. §§ 94A- 
H (1932). 

4 La. R.S. of 1950, 28:53. As amended in 1954, 
the law provides that “the application for com- 
mitment shall be presented to the judge of the 
judicial district court or the civil district court 
for the parish from which the patient is to be 
committed, for his approval or disapproval. The 
application for commitment can be acted upon by 
the judge in open court or in chambers, in term 
or in vacation, without the necessity formally 
docketing and allotting said application.” 

» See La. R.S. of 1950, 28:56. 

6 La. R.S. of 1950, 28:53. 


7“To assist him in disposing of the application, 
the judge may request the presence of the patient 
or commit him to an institution for a limited 
period of observation.” La. R.S. of 1950, 28:53. 

8 See Willcox & Roemer, supra note 2. 

® Consider the following, excerpted from a hear- 
ing held at Bellevue Hospital, New York, on Feb- 
ruary 24, 1954: 

Patient: This is my 77th day of enforced con- 
finement in mental institutions. I have a family 
to support by means of a skilled profession and 
for some time have felt perfectly capable of as- 
suming my responsibilities. My antagonistic and 
uncooperative attitude toward psychiatrists and 
hospitals has merely been an expression of my 
natural resentment against enforced confine- 
ment. ..«. 
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Court: Tell me, doctor, is this patient likely to 
injure anybody or himself? 

Doctor: Your Honor, he has been quite impul- 
sive on the ward and I feel that this is a possi- 
bility, particularly with reference to injuring 
himself. 

Patient: Specifically what makes you feel that 
doctor? 

Court: Well, that is based upon the general 
picture; is that it? 

Doctor: That’s correct, your Honor. 

Patient: How is it possible in this hospital 
where there are 106 patients on a ward for there 
to be a satisfactory observation of any particular 
patient if he does not do things tremendously 
abnormal, which I have not, and if you ask the 
doctor to present specific evidence as to my ac- 
tions on the ward what can he say? Exactly what? 

Court: I think we have heard the entire case 
and I am of the opinion, based upon what the 
doctor says, who is a specialist in this work, that 
you require treatment, and I am going to send 
you to a hospital. 

10 See Maclay, supra note 2. 

11 La, R.S. of 1950, 28:57. 

12 La. R.S. of 1950, 28:51. The voluntary pro- 
cedure is really an “admission” rather than a 
“commitment,” inasmuch as the basic condition 
of commitment is absent, namely, involuntariness. 
See Ross, Hospitalization of the Voluntary Mental 
Patient, 53 Mich. L. Rev. 353 (1955). 

The use of the word “voluntary” has led to a 
great deal of confusion in this area of the law. 
The question is often put this way: How can a 
psychotic person, whose symptom is lack of under- 
standing, be considered to have the capacity to 
make application for a “voluntary” admission? 
The result of requiring a showing of mental ca- 
pacity for the making of a voluntary application 
is paradoxical—the sicker the person the harder 
it is for him to get into the hospital! The prob- 
lem stems essentially from the terminology em- 
ployed. The British Mental Health Act substi- 
tutes the word “informal” for “voluntary.” 

13 La. R.S. of 1950, 28:98.1. 


14 See, e.g., Colo. Rev. Stat. § 71-1-2(3) (Supp. 
1951) (detention for five days after written re- 
quest) ; Ill. Ann. Stat. c. 91%, § 4-2 (Smith-Hurd 
1935) (thirty days); Md. Ann. Code art. 59, § 37 
(three days); N.Y. Mental Hygiene Law §71 
(fifteen days); Penn. Stat. Ann. tit. 50, § 1164 
(Purdon 1945) (ten days). 

15 See Willcox & Roemer, supra note 2 at 613. 


16 Under the law, a person charged with crime 
may be committed to the East Louisiana State 
Hospital, Central Louisiana State Hospital, or to 
the State Colony and Training School for obser- 
vation and report. La. R.S. of 1950, 15:267. In 
Louisiana the grand jury is required to inform 
the court when it fails to indict a person “on 
account of insanity.” La. R.S. of 1950 15:210.i. 
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See generally, Weihofen, /nstitutional Treatment 
of Persons Aquitted by Reason of Insanity, 38 
Texas L. Rev. 849 (1960). 

17 See La. R.S. of 1950, 15:267-268. 

1S La. R.S. of 1950, 28:59; see also La. R.S. of 
1950, 28:25. 

19 See La. R.S. of 1950, 28:94. 

20 See Szasz, Civil Liberties and Mental Illness, 
131 J. Nervous & Mental Disease 58 (1960); see 
also Goldstein & Katz, Dangerousness and Mental 
Illness—Some Observations on the Decision to Re- 
lease Persons Acquitted by Reason of Insanity, 
70 Yale L. J. 225 (1960). 

“1 Tdaho, Kansas, Mississippi, New Mexico. 

22 The jury is mandatory in two states (Texas 
and Mississippi) and optional in nineteen others. 
See Comment, 56 Yale L.J. 1178 (1947). See also 
State ex rel. Fuller v. Mullinax, 364 Mo. 858, 269 
S.W. 2d 72 (1954); GAP Report No. 4, Commit- 
ment Procedures (1948). 

23 See Ross, Commitment of the Mentally Ill: 
Problems of Law and Policy, 57 Mich. L. Rev. 
945, 963, (1959); see also Bowman, Presidential 
Address, 103 Am. J. Psychiatry 1, 12 (1946) ; Wil- 
liams, Public-Law Adjudications of Mental Un- 
soundness and Commitability in Texas: Jury 
Trial Policy, 1 Baylor L. Rev. 248 (1949). 

24 See Ross, supra note 23. Dr. Thomas S. 
Szasz, of the Department of Psychiatry of the 
State University of New York Upstate Medical 
Center at Syracuse, states that the primary pur- 
pose of commitment is social restraint of the 
individual rather than his treatment. See Szasz, 
Hospital-Patient Relationships in Medicine and 
Psychiatry, 45 Mental Hygiene 171 (1961); Szasz, 
Commitment of the Mentally Ill: “Treatment” or 
Social Restraint?, 125 J. of Nervous and Mental 
Disease 293 (1957); Szasz, The Myth of Mental 
Illness (1961). 

2> The “mentally ill” is defined as “a person 
who is suffering from an illness which so lessens 
his capacity to use his customary self-control, 
judgment, and discretion in the conduct of his 
affairs and social relations as to make it neces- 
sary or advisable for him to be under care, super- 
vision, guidance, or control. The term includes 
persons suffering from mental disease, mental 
disorder, lunacy, unsoundness of mind, and in- 
sanity.” La. R.S. of 1950, 28:2(3). 

The definition of mental illness in the Louisi- 
ana statute is circuitous. It in effect says that a 
mentally ill person is a person who needs to be 
in the hospital. While mental illness should be 
defined in accordance with modern psychiatric 
knowledge, the persons who are commitable under 
the commitment laws, for practical reasons, 
should not be restricted to the psychotic. Persons 
who are in need of social control, nuisance-type 
persons, aged persons, etc., are often committed 
to the hospital, although not needing medical 
care. There is no facility to receive them other 
than the hospital. See discussion infra. 
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“6 The “mental defective” is defined as “a per- 
son who is not mentally ill but whose mental de- 
velopment is so retarded that he has not acquired 
enough self-control, judgment, and discretion to 
manage himself and his affairs, and for whose 
own welfare or that of others, care, supervision, 
guidance, or control are necessary or advisable. 
The term includes feeble-minded, idiot, and imbe- 
cile.” La. R.S. of 1950, 28:2(4). 

“7 The “epileptic” is defined as ‘a person suf- 
fering from any condition which brings about 
lapses of consciousness which may or may not be 
accompanied by convulsive seizures, and which 
may become chronic.” La. R.S. of 1950, 28:2(5). 

28 The “inebriate” is defined as ‘‘a person who 
is so habitually addicted to the use of alcohol or 
other intoxicating or narcotic substances as to be 
unwilling or unable without help to stop the ex- 
cessive use of such substances. The term includes 
dipsomaniac, habitual drunkard, person addicted 
to the use of alcoholic drink or intoxicating drugs, 
person so habitually addicted to the use of alco- 
holic drink, absinthe, opium, morphine, chloral, 
or other intoxicating liquors or drugs as to be a 
proper subject for restraint, care, and treatment 
in a hospital or asylum, and persons habitually 
so addicted to the use of alcohol or narcotic drugs 
as to be a proper subject for restraint, care, and 
treatment.” La. R.S. of 1950, 28:2(6). 

29 See La. R.S. of 1950, 28:96(G). 

30 See La. R.S. of 1950, 28:96(E). 

’1 There are in Louisiana three special-treat- 
ment units or facilities for alcoholism; the larg- 
est one, at the East Louisiana State Hospital, has 
approximately one hundred beds “designed for 
aleoholics. See La. R.S. of 1950, 28:21.1. Under 
this program, the alcoholic is separated from 
other mental patients and given accelerated treat- 
ment. After leaving the hospital, the patient is 
followed up in an after-care program. 

82 La. R.S. of 1950, 13:1570(E), 1583. 

33 La. R.S. of 1950, 13:1572. 

34 The law provides that censorship of mail to 
state department institutions or attorney is not 
permitted. La. R.S. of 1950, 28:171. 

35 La. R.S. of 1950, 28:171. See Szasz, Hospi- 
tal Refusal to Release Mental Patient, 9 Clev.- 
Mar. L. Rev. 220 (1960); Szasz, Civil Liberties 
and the Mentally Ill, 9 Clev.-Mar. L. Rev. 399 
(1960) ; Szasz, Civil Liberties and Mental Illness, 
131 J. Nervous and Mental Disease 58 (1960). 

36 See Analysis, Mental Hospitals in Louisiana 
(Sept. 1960). 

37 See New Orleans Times-Picayune, March 16, 
1961, §1 p. 1, col. 6. The National Institute of 
Mental Health recently awarded the Tulane De- 
partment of Psychiatry $375,000 to conduct stud- 
ies on a selected patient population at the East 
Louisiana State Hospital. 

The Joint Committee on Mental Illness and 
Health (representing thirty-six national organi- 
zations) following a five-year study has recently 
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reported “snakepit’”’ conditions existing in mental 
hospitals in other parts of the country. Its study 
is reported in a 338-page book. Its investigation 
reveals patients chained to bedposts in one hos- 
pital; one psychiatrist for 6,000 patients in an- 
other hospital; and 4,000 mental patients occupy- 
ing space meant for 2,000 persons in a third 
hospital. The committee proposes that no state 
hospitals of more than 1,000 beds should be built, 
laws should be changed to give preference to vol- 
untary admission of patients, and the federal 
government should help states pay the bill for 
expanded mental aid, provided the individual 
states make the required reforms in their hospi- 
tals. See Newsweek, April 3, 1961. 

The typical mental hospital, like the prison, is 
established in a remote part of the state, isolating 
the patient from the community. As a result, it 


has contributed to the “chronicity” of the patient. 
It perpetuates ostracism of patients and person- 
nel. The advantages of community-based hospi- 
tals as a branch of the state hospital are dis- 
cussed in Bloomberg, supra note 1. 

38 See La. R.S. of 1950, 28:96(C), (D); 15:267. 

39 See La. R.S. of 1950, 28:53. A mentally de- 
fective or epileptic minor committed by the juve- 
nile court may be retained in the institution be- 
yond the age of twenty-one years if the superin- 
tendent deems further detention necessary. La. 
R.S. of 1950, 28:60. 

40 See La. R.S. of 1950, 28:96(G). 

1! See La. R.S. of 1950, 28:96(E). 

42 See La. R.S. of 1950, 28:96(F). 

43 La. R.S. of 1950, 28:25. 

44 La. R.S. of 1950, 28:94. 


Alcohol 


Dr. B. F. Ward, President of the Mississippi State Medical Association, thus 
closes his elaborate address: 

The people of the United States drink whiskey, and they are the most violent nation 
on earth. They rush to victory, and they rush to defeat—rush to success, and rush to 
failure—they are wild in stocks, corporations, monopolies and speculation—on inven- 
tions, new enterprises, gigantic schemes and gambling, from “keno” to cotton futures. 
There are more reckless infractions of law here than in any other part of the civilized 
world; more strange, monstrous and unaccountable destruction of human life, as parents 
killing children, and children killing parents; brothers killing brothers; husbands and 
wives killing each other; and lovers murdering sweethearts. Every newspaper in the 
land teems with recital of these horrors. This is particularly true of the New England 
States, and the cities of the North and West, where there is so much more alcohol con- 
sumed than among the agricultural classes of the Western and Southern States. * * * 

The truth is, gentlemen, the brains of this nation are on fire with alcohol, both 
directly and by inheritance. 


Transactions Miss. State Med. Association. 
New Orleans M. & S. J. 10:457 (Dec.) 1882 
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A Primer to the Chemotherapy 
Of Advanced Carcinomatosis* 


@ A resume of some of the drugs used to combat carcinoma, together 
with an explanation of their chemical reaction. 


HEMOTHERAPY in the treatment of 

advanced cancer is not new. Through- 
out the ages, physicians and charlatans 
have applied chemicals to the local lesions 
in the hope of destroying the tumor. It 
is only during the past ten years that the 
chemotherapeutic approach to the treat- 
ment of this disease has really made prog- 
ress, thanks to the aid and stimulus of 
such organizations as the National Cancer 
Institute, the Damon Runyon Memorial 
Cancer Fund, Sloan-Kettering and others. 


The administration of these chemother- 
apeutic agents has been primarily to those 
individuals who have already secured the 
maximum benefit from surgery and ra- 
diation therapy and for whom nothing 
else has hitherto been offered, except se- 
dation, until their lives have been abbre- 
viated. As yet none of these drugs have 
cured any cases, but when properly ad- 
ministered, have prolonged life and stimu- 
lated hope for appreciably long intervals. 

In order to intelligently comprehend the 
manner of action of these various agents, 
it might be well to mention and define 
briefly a few of the newer concepts, as 
they apply to the metabolism of normal 
and cancer cells. Without this basic foun- 
dation it is impossible to understand the 
mechanism of these potent drugs. 

Terms such as enzymes, viruses, genes, 
chromosomes, DNA and RNA take on new 
and extremely important stature. Numer- 
ous theories are appearing in the litera- 
ture as to their significance in the rela- 
tionship to life and growth. 


* Presented to the Staff Meeting of Our Lady 
of Lourdes Hospital, Lafayette, La. 
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ROBERT KAPSINOW, M. D. 
Lafayette 


Origin of Enzymes 


Enzymes are formed from living mat- 
ter ' or from highly complex systems ob- 
tained directly from living cells.2 Every en- 
zyme molecule formed, depends upon the 
pre-existence of an entire series of en- 
zymes. Enzymes are defined as proteins 
with catalytic properties, capable of per- 
forming certain specific activities. These 
proteins are built from aminoacids and 
from various components in the synthesis 
of nucleic acid. These enzyme proteins 
make possible the ceaseless metabolic 
rounds under way in every cell through 
hundreds of biochemical reactions. Res- 
piration, biological oxidations, fermenta- 
tion and synthesis of many organic com- 
pounds required for growth, are but a few 
of the processes dependent upon enzymatic 
activity. 

Substances upon which the enzymes act 
and which are activated by the enzymes 
are called substrates. The entire reaction 
is called enzyme-substrate complex. In the 
majority of cases, enzymes are so specific 
that they usually react only with a spe- 
cific substrate alone. Excessive amounts 
of the substrate to the enzyme which do 
not participate in the reaction and “floods” 
the reaction, act as inhibitors of the en- 
zyme. The action of an inhibitor plays an 
important role especially with some of the 
chemotherapeutic agents. 

In a twinkling, enzymes perform chemi- 
cal reactions that are very difficult and 
in many instances, impossible for the 
chemist to duplicate in the laboratory. 
There is a unique balance between the 
various enzymes involved in cell metabo- 
lism, whether normal or cancerous. No 
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apparent great differences have as yet 
been found between them. At present 
there are about 650 enzymes which have 
been isolated and purified. It is guessed 
that the number may be in the thousands. 

Packed in the nuclei of each cell is the 
substance called desoxyribonucleic acid or 
DNA. It is the hereditary material of 
which genes are made. DNA is also found 
in many viruses, bacteria and cells of high- 
er living forms. It is a giant molecule car- 
rying all the necessary information for 
the organism’s reproduction. Arresting 
its biosynthesis prevents cell division.’ It 
is found chiefly in the nucleus of the cell. 
Ribonucleic acid RNA is found nearly en- 
tirely in the cytoplasm of the cell and is 
involved in protein synthesis. 

Both of these substances are made up 
of chains of nucleotides having organic 
bases plus desoxyribose and ribose activi- 
ty. They are made up of four essential 
bases, two of which are purines, namely 
adenine and guanine; and two pyrimidines, 
usually cytosine and thymine. The unique 
feature which characterizes the DNA of 
one type of living cell from another is the 
arrangement of these four basic units in 
the chemical chain. 


Viruses 

Viruses are composed of proteins and 
nucleic acid. The antigenic property of 
the virus resides in its protein compo- 
nent.! Different strains of viruses causing 
different diseases have been found to con- 
tain differing amounts of a given amino- 
acid.” Viruses do cause cancer in animals. 
Virus-like particles have been found by 
electron microscopy in leukemia” patients 
even though these viruses have not yet 
been isolated from the tissue. Suffice it 
to say, that the increasing evidence '’ 
points to the association of virus with dis- 
organized cellular metabolism, perhaps as 
a result of enzymatic action. It is appar- 
ent that an interaction of viral nucleic acid 
and host cell nucleic acid takes place and 
that interference with or blocking of viral 
nucleic acid synthesis will require some 
type of agent that can inhibit this reac- 
tion. 


There are so many different types of 


cancer, that one must postulate that there 
are numerous undiscovered cancer-produc- 
ing viruses. There is no obvious immuno- 
logic reaction to cancer that we are aware 
of. Since viruses are protein-like sub- 
stances, it seems strange that no method 
of detecting immunologic " antibodies, has 
been discovered. And yet, it is conceivable 
that the virus may remain dormant for 
long periods, without provoking growth 
until it is triggered by some chemical stim- 
ulus or defect. 

Neoplasia is a state whereby a cell type 
of a multicellular organism has gone ber- 
serk, proliferating with no restraint in vio- 
lation of the laws of homeostasis. This 
state can be brought about either by alter- 
ation in the host, best known in the do- 
main of endocrine neoplasm, or by altera- 
tion in the cells. Either the homeostatic 
regulation is deranged or the cells are un- 
able to respond to the restraint of the 
homeostatic forces. 

The disruption of the laws of homeo- 
stasis may result from accidental muta- 
tion in the formation of DNA. A _ sub- 
stance or new substrate is formed which 
produces abnormal cell division, and thus 
becomes labelled as a carcinogen. This 
new substrate may be produced by an in- 
hibition of the enzyme needed in the build- 
up of DNA or the enzyme-forming system 
may have deteriorated or worn out. This 
is designated as enzyme depletion. Since 
each separate tissue has its own character- 
istic DNA formula, it is ‘ easy to compre- 
hend that a substance which will result in 
a violation of a law of homeostasis in one 
type of cell, may not do the same in an- 
other type. This, then, complicates the 
chemotherapeutic approach. What is more, 
it weakens the theory that all types of 
cancer are caused by one virus. 


A beginning to the identification of the 
various enzymes and their quantitative 
presence in various tumors as compared 
with their normal cell origin, is being car- 
ried out. The Novikoff hepatoma is the 
model. Potter records many of the cata- 
bolic enzymes* that have been reported 
as low or missing in this type of hepatoma. 
What is more, the corresponding enzyme- 
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forming systems for these, are also not 
demonstrable. It is reasonable to suppose 
that an alteration in the DNA of a liver 
cell due to depletion of an enzyme or 
enzyme-forming system may result in 
changes of the cell division producing a 
variant or mutation cell, i.e. a cancer cell. 


Characteristics of Anticancer Agents 

For a drug to be useful as an anti-cancer 
agent, it must have the following desire- 
able characteristics. First, it must have 
proven anti-tumor effectiveness, which 
should be of long duration,’ while at the 
same time its toxicity should be absent or 
minimal. It should be easily soluble, with 
a definitely known rate of absorption and 
elimination, otherwise there would be an 
accumulation within the individual with 
disastrous results. It should also be adapt- 
able to the several methods of administra- 
tion and its effect upon the bone marrow 
predicted. Finally, it should be tolerated 
for a long period by the host so that re- 
peated courses of treatment can be carried 
out as long as might be necessary. 

Numerous substances have been stud- 
ied for their effect upon the cancer cell. 
These may be classified according to 
their action as anti-metabolites, anti-folics, 
anti-pyrimidines, anti-purines, alkylating 
agents and antibiotics. In a separate cate- 
gory are classified the hormones and the 
steroids. Although no cures have been 
brought about by the use of these drugs, 
the value of chemotherapy in cancer has 
definitely established itself. 

The following substances are the safest 
and most frequently used and typify the 
various methods of attack. 


Folic Acid Antagonists 

Of the folic acid antagonists, there are 
two in use today,'! namely, methotrexate 
and aminopterin. These block the conver- 
sion of folic acid into folinic acid, which is 
important for! many biochemical reac- 
tions. Of the two, methotrexate is the 
drug of choice, especially in hormone pro- 
ducing tumors, such as the trophoblastic 
tumors. It may be given in doses of 25 
mg. daily for four to five days. Used 
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alone, it is of no value in testicular tumors 
and should be used in conjunction with 
chlorambucil. In this type of tumor, meth- 
otrexate may be given in a dose of 2.5 to 
5.0 mg. daily and chlorambucil 10 mg. 
daily. The drugs are stopped only when 
symptoms of toxicity appear. Methotrex- 
ate '* may also be used for arterial perfu- 
sions. As such it is given as a twenty-four 
hour drip and may be continued for five 
to ten days. The dose is 50.0 mg. of metho- 
trexate in 2000 c.c. of saline. Because of 
the systemic leakage, it is advisable to 
give citrovorum factor every two to four 
hours, intramuscularly, to neutralize the 
systemic toxicity. 

Only 6 mercaptopurine of the purine 
antagonists is being used at present. The 
purine antagonists have not availed much 
in solid tumors. They are very irritating 
and cannot be tolerated for long periods. 
It is used chiefly in the treatment of acute 
leukemia of children and in doses of 2.5 
mg. per kilo per day orally. Its chief ad- 
vantage is that unlike other drugs for this 
condition, it does not cause bloody diar- 
rhea. 

Antipyrimidines 

The antipyrimidines are two in number, 
the 5 fluoro-uracil and the 5 fluoro-deoxy- 
uridine. The latter is partially ™ convert- 
ed into the former. It is less toxic and 
can be given in' larger doses, but the 
length of the courses of treatment is the 
same. These agents interfere in the enzy- 
matic conversion of thymine into the for- 
mation of DNA. This inhibitory action 
in the DNA of cancer cells is its chief 
action and thereby prevents cell multipli- 
cation. The usual dose is 15 mgm. per 
kilo per day, intravenously only, for five 
days. It is then reduced to 7.5 mgm. and 
given every other day for 4 doses. In 
poor risk patients, this dose schedule must 
be modified. The antipyrimidines are par- 
ticularly useful in breast, stomach and 
colon cancer. 

Because these chemicals affect rapidly 
proliferating tissue, they also act upon 
bone marrow and intestinal mucosa. Hence 
the toxic manifestations are the results of 
the action upon these ' tissues, i.e. leuko- 
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penia, nausea, vomiting and ulcerations of 
the gastrointestinal tract. 


Alkylating Agents 

There are various polyfunctional alky- 
lating agents in use, the chief of which 
is nitrogen mustard. Besides its use in the 
leukemias and lymphomatas, it has also 
been used in carcinoma of the lung and 
ovary. The dose varies from 0.1 to 0.2 
mgm. per kilo daily for 4 doses. Other 
various solid tumors such as melanoma 
have responded to the mustards. Creech 
and others'® have used the alkylating 
agents in isolation perfusion technics, es- 
pecially of the extremities with promising 
results. Pack and others have used the 
phenyl alanine mustard as a total body 
perfusion followed by marrow transfusion 
replacement. These results have not been 
very satisfactory, even though they were 
given to very poor risk cases. The drug 
is very toxic. Then again, the replacement 
of homologous marrow may contain circu- 
lating tumor cells, which would supposedly 
defeat the purpose of the administration. 

Cytoxan is a relatively inert substance, 
given orally. It has a high safety factor 
and has fairly good tumor action. It is 
toxic to tumor cells and does not affect 
normal tissue to much degree.'* 

Chlorambucil in doses of 2 mgm. 3 or 4 
times daily, orally, has been used in con- 
junction with anti-metabolites, in solid tu- 
mors as well as in the leukemias and lym- 
phomas. 

Triethylene melamine (TEM), n-ethy- 
lene phosphoramide (TEPA) and triethy- 
lene thio phosphoramide (Thio-Tepa) are 
other alkylating agents which have had 
extensive trials. They may be given orally, 
intravenously, intracavitary or intratu- 
mor. The dose varies with the portal of 
introduction. 

Busulfan (Myleran) while used par- 
ticularly in the leukemias, has been used 
also in the treatment of solid tumors as 
well because it can be given orally and 
without too much patient discomfort. 


Antibiotics 
Efforts at applying antibiotics in the 
treatment of solid tumors have been hin- 


dered because of the extreme toxicity of 
these agents. Among those that have been 
used are mithromycin and mitomycin C, 
which have been studied extensively in 
Japan, and sarcolysin, used by Larionov of 
Russia. Actinomycin D has shown real 
value in the Wilms’s tumor, especially in 
the presence of lung metastases. Vinca- 
leucoblastin, obtained from periwinkle, has 
been investigated by Hertz, but the results 
so far have been inconclusive. 


Hormones 


A brief reference may be made to the 
cortisone and the adreno-corticotropic hor- 
mone (ACTH) and the sex hormones, es- 
trogen and androgen. The former are non- 
specific and are used as adjunctive ther- 
apy. ACTH may be used in doses of 100 
to 200 mgm. per day intramuscularly. Cor- 
tisone may be given orally or intramuscu- 
larly in'* doses of 100 to 200 mgm. per 
day. The estrogens have proven useful in 
carcinoma of the prostate. It is adminis- 
tered as the diethyl-stilbestrol in 5 mgm. 
doses daily. In the late postmenopausal 
breast cancers, estrogens in large doses 
have healed recurrent ulcerations of carci- 
nomatous breasts, as well as caused re- 
gression for varying periods. In the pre- 
menopausal and early postmenopausal pe- 
riod, the androgens serve best. 


Toxic Reactions 

Most of these agents, regardless of their 
method of action are potent and produce 
toxic reactions which consist of nausea, 
vomiting, diarrhea, alopecia and depres- 
sion of the bone marrow elements. These 
reactions are mostly reversible when the 
drug is stopped. Should a tumor develop 
a drug resistance because a substitute en- 
zymatic pattern has occurred, efforts 
should be made to apply another. 

Hope which is the last resort of these 
unfortunate patients must not be de- 
stroyed and they must not be relegated 
to a diminished life of narcotics and de- 
spondency. Constant effort by dedicated 
students of this disease, hoping for even- 
tual control, should be the aim and goal. 
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What Should Be Done With Insane Criminals 


From the annual address to the State Medical Society Dr. Tyrrell, the late Presi- 
dent, are taken the following pertinent remarks: 

That our State Prison, as at present constituted, is not a proper place for the cus- 
tody or confinement of these unfortunates is conclusively shown in the report of Dr. 
Pelham, formerly Physician of the Prison at San Quentin; in his report, for 1877 he 
says: “The prison is destitute of proper accommodations for the insane. * * * At 
present they are confined in cells in the main cell building, and are not separated from 
the other prisoners except by cell walls, and they often render nights hideous by their 
ravings, thus disturbing the sleep of others, and those who must labor during the day. 
To avoid this state of affairs, there is at present but one remedy—the dungeon—which 
has frequently to be used for this purpese. With the present accommodations for the 
treatment of such cases, results are unsatisfactory and remedial measures cannot be 
resorted to with reasonable prospect of success. 


Pacific Med. and Surg. Jour., June. 
New Orleans M. & S. J. 10:364 (Nov.) 1882 
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A Case Report of Primary Cardiae Sarcoma“ 


ALIGNANT disease of the heart is 

quite uncommon. Primary malignan- 
cies of this organ are even more rare. In 
an excellent review of tumors of the heart 
in 1951, Pritchard ' listed 113 cases of pri- 
mary sarcomas reported up to that time. 
In this report only 5 had been diagnosed 
ante mortem. Chenz and Sutton,” in 1955, 
brought the total number of reported pri- 
mary sarcomas of the heart up to 135. 
According to them, a diagnosis of pri- 
mary cardiac malignancies had been made 
ante mortem only 6 times before. At that 
time, they reported the first one in which 
a correct ante mortem diagnosis had been 
made by angiocardiography. 


In the past decade, great strides have 
been made in cardiac surgery. Perhaps 
it is not unreasonable to assume, to at 
least hope, that with such innovations as 
the extracorporeal circulatory unit and 
hypothermia even this heretofore inevita- 
bly fatal disease might in part be amena- 
ble to surgical cure. 

With this in mind, we should like to 
give a case report of a primary sarcoma 
of the heart which was suspected before 
surgery, diagnosed by frozen section at 
operation, and, although too far advanced 
for surgical extirpation, treated with ni- 
trogen mustard and x-ray. The patient 
survived almost eighteen months after 
presentation for treatment. 

Due to the paucity of correct ante 
mortem diagnosis, there has been very 
little experience in treating these tumors. 
According to Lubschitz, Lundsteen and 
Forchhammer,* a good response to roent- 
gen treatment of a metastatic reticular 
cell sarcoma was reported by Hsuing, F. 
Futu, Hsiehn and Lien in 1940. That x-ray 


* From Depts. of Surgery and Pathology, Con- 
federate Memorial Medical Center, Shreveport, 
La. 
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treatment of a metastatic cardiac lesion 


‘was followed by definite improvement as 


characterized by EKG changes from ab- 
normal to normal and by decrease in car- 
diac silhouette was reported by Shelburne 
and Aronson.‘ 

We found no cases in the literature 
treated by nitrogen mustard. Because of 
the palliative value of this agent in other 
malignancies and since less actual swelling 
of the tumor seems to occur than with 
x-ray in some cases, we decided to ante- 
cede the roentgen treatment with nitro- 
gen mustard. 


Symptomatology 

Perhaps we should comment briefly on 
the symptomatology of these tumors. This 
is certainly not specific and there are no 
pathognomonic signs. Most of the signs 
and symptoms when present are the re- 
sult of mechanical interference with a 
section of the heart. For instance, superi- 
or vena cava syndrome may occur from a 
tumor blocking the right auricle. Various 
arrhythmias may be the heart’s only com- 
plaint of invasion of its conduction sys- 
tem by unwelcome foreign tumor cells. 
Hemopericardium is not an _ infrequent 
finding. When this fluid is sterile, one’s 
suspicion should be aroused. Tumor cells 
can be found occasionally in fluid from 
hemopericardium. Unusual configurations 
of the cardiac silhouette are sometimes 
encountered in this disease. A persistent 
heart failure, which does not respond to 
the usual antifailure regime, may be the 
only lead to correct diagnosis. Cardiac 
failure in the young subject without rheu- 
matic or congenital heart disease should 
cause one to think strongly of this en- 
tity. Sometimes chest pain may be the 
lone presenting symptom. Age is no help 
in making diagnosis, for sarcoma of the 
heart has been reported in cases of 2 days 
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to 79 years. Cardiac tamponade may en- 
sue. 


Report of a Case 

On December 6, 1956, a 14 year old 
colored male presented himself to the Ad- 
mitting Room at Confederate Memorial 
Medical Center, Shreveport, Louisiana, 
with complaints of pain in the left chest, 
left arm, and neck with exertion. The 
pain was also noted on deep breathing. 
The onset had occurred one week before. 
There was no history of weight loss, no 
cough and no hemoptysis. He had had a 
slight fever. 

Past History—Usual childhood diseases. 
There was no history of injury or opera- 
tions. There was no history of scarlet 
fever, rheumatic fever or diphtheria. 

Central Nervous System—No history of 
convulsions, no syncope prior to admission. 

Gastrointestinal—Appetite good, no di- 
arrhea, no jaundice. 

Genitourinary—No nocturia, no hema- 
turia, no history of venereal disease. 

Family History—There was no history 
of heart disease, kidney disease, goiter, 
malignancies or hay fever. 

Physical Examination—Physical exami- 
nation revealed a well developed, well nour- 
ished, colored youth in no acute distress. 
His skin and superficial structures were 
apparently normal. No pathology was 
noted on examination of head, eyes, ears, 
nose, and throat. There was no detectable 
neck vein distention and thyroid gland was 
not enlarged. 

The lungs were clear to auscultation 
and percussion. Blood pressure was 98/60. 
There were no murmurs or thrills. A fric- 
tion rub was heard on the left parasternal 
area in the 3rd intercostal space and on 
the right in the 2nd and 3rd intercostal 
spaces. Cardiomegaly was detected to 
anterior axillary line in the 6th intercos- 
tal space on the left. The liver, spleen and 
kidneys were not palpated. There was no 
tenderness in the abdomen. The extremi- 
ties revealed no evidence of pathology. 
The genitals revealed no evidence of dis- 
ease. The deep reflexes were physiologi- 
cal. 

On date of admission, an EPA of the 
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chest indicated an abnormal configuration 
of the left border of the cardiac shadow. 
The radiologist’s impression included pos- 
sibility of pericardial cyst with suggestion 
of work-up and included in his differential 
diagnosis, cardiac neoplasm. (Figure 1) 





Figure 1.—Admission x-ray showing abnormal 
configuration of left border. 


Laboratory work on admission revealed 
CBC and urinalysis to be within normal 
limits. 

On December 7, 1956, fluoroscopy was 
performed and examiner thought that in- 
trathoracic density noted on EPA previ- 
ously was part of heart. 

December 8th found patient with pre- 
cardial pain. The friction rub was still 
present. One examiner noted on chart 
that there was no family history of tu- 
berculosis or rheumatic fever. Patient was 
running a low grade fever and now had 
pulse of 112 per minute. 

A pericardial tap revealed 250 cc. bloody 
fluid. This fluid was studied for cell count 
and malignant cells. A culture for acid- 
fast bacillus and fungi was planted. The 
smear revealed red blood cells, segmented 
neutrophiles with an occasional eosino- 
phile and lymphocyte. The search for ma- 
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lignant cells was in vain and cultures were 
subsequently reported as negative. 

On December 10, 1956, a sedimentation 
rate was 25 mm. at thirty minutes and 
27 mm. at sixty minutes. On December 
14, 1956, sedimentation rate was 26 mm. 
at thirty minutes and 29 mm. at sixty 
minutes. Three L. E. smears of peripheral 
blood were negative. A skin test (PPD 
#2) was positive. Prothrombin time was 
16 seconds or 90 per cent of normal. A 
control was 14 seconds or 100 per cent 
normal. A blood urea nitrogen determina- 
tion was reported as 11.6. Electrocardio- 
grams run on December 7, 8 and 13 were 
reported as suggestive of pericarditis. 

When cultures were reported as nega- 
tive for tuberculosis, patient was sched- 
uled for exploratory thoracotomy. 

On February 11, 1957, patient was ex- 
plored through the left fourth intercostal 
space. A tumor mass was found after 
pericardium was opened. Examination by 
frozen sections disclosed a malignant tu- 
mor growing as undifferentiated sarcoma. 
Further examination revealed sheets of 
round cells and spindle cells with probable 
cross striation. On these findings the di- 
agnosis of rhabdomyosarcoma was made. 
(Figures 2 and 3). The major part of the 
mass seemed to involve the left part of the 
heart. Exploration revealed no masses in 
thymus, hilar region, or diaphragm. The 
rest of the thoracic cavity likewise con- 
tained no tumors. 

The mass seemed to originate in the 
heart itself. The mass was entirely too 
extensive to lend itself to removal. After 
adequate biopsy was taken, the pericardi- 
um was closed loosely and chest closed 
with tube left in and attached to water 
bottle drainage system. Patient withstood 
procedure well but on first postoperative 
day became dyspneic and had what was 
thought to be left ventricular failure with 
acute cardiac dilatation. Rapid digitaliza- 
tion was attempted with no success. He 
gradually improved and on the 14th post- 
operative day, when he had recovered suf- 
ficiently from his failure, a course of ni- 
trogen mustard was begun. 

He was discharged on March 2, 1957, 
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Figure 2.—Note both spi 
cells. 


ndle cells and round 


Figure 3.—Note round cells, spindle cells and 
possible cross striations. 


to be given x-ray therapy as an out-pa- 
tient. He was readmitted four days later 
with high fever. It was thought that he 
had pneumonia. This responded well to 
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antibiotics and he was discharged in eight 
days. 


In March, 1957, patient received x-ray 
therapy. Two thousand three hundred ro- 
entgens in air were given through peri- 
cardial port, 18 by 18 cm. The same 
amount of x-ray was administered through 
a posterior port of same dimensions. This 
was given by 250 KV Thoraeus (III). 


There was a lessening in size of the car- 
diac density and patient became sympto- 
matically better. He became completely 
asymptomatic and heart rate became nor- 
mal with a sinus rhythm. A note in tumor 
clinic record in December, 1957, revealed 
that he was still asymptomatic and going 
to school without difficulty. 


A chest plate taken in January, 1958, 
on clinic visit, and reviewed at this time 
showed a mass in the left apex and an- 
other in the periphery of the left lung 
field which was thought to represent re- 
currence or metastasis. (Figure 4). At 
this time, this boy wanted to visit a sis- 
ter in California. It was thought that he 
should be allowed to go in spite of delay 
in treatment. When next seen on Janu- 
ary 27, 1958, he had a brassy cough with 
pain on deep breathing and with cough. 
A chest plate indicated further increase 
in size of density in left apex. He was 
given another course of deep x-ray ther- 
apy. 

In April, 1958, x-ray revealed remark- 
able regression of lesion in left apex. (Fig- 
ure 5) The following month, however, 
patient again began to have shortness of 
breath. At this time, an increase in den- 
sity on the right seemed to encroach on 
cardiocephalic vessel. He was given 2,000 
roentgens in air to the right parasternal 
area through a port 8 by 16 cm. in dimen- 
sions. This was given as 250 KV Thoraeus 
(III). He did fairly well for about a week 
after completing this course of x-ray. 
From then on, it was a downhill course. 
He began to complain of fullness in left 
neck and difficulty in swallowing. He also 
had pain in left shoulder and shortness of 
breath. His condition rapidly worsened 
and his demise came on May 29, 1958. 
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Figure 4.—Chest plate following surgery, ni- 
trogen mustard and x-ray therapy, showing mass 
left apex and periphery left lung. 





Figure 5.—Chest plate after second course of 
x-ray therapy. 


An autopsy examination revealed a poor- 
ly nourished colored youth. 

The left pleural cavity was partially 
obliterated and consisted of almost a solid 
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mass extending from the right edge of the 
mediastinum to the left axillary line. The 
mass included the heart and mediastinum 
and was adherent to the chest wall. On 
cutting it from the chest, numerous small 
fleshy pieces of tissue fell loose from the 
mass and into the pleural cavity. This 
mass extended up into the neck but was 
cut across at the level of the thyroid in 
order to remove it for pictures. The esoph- 
agus was compressed by the tumor mass 
but the mucosa was smooth and free of 
ulcerations or tumor. There was a 2 cm. 
mass in a portion of the right lung. There 
were many soft fleshy-like nodulations 
throughout the left lung. The heart 
weighed 610 grams. In the superior por- 
tion of the right auricle, there was a 3 
cm. tumor mass bulging into the auricular 
cavity. At approximately the junction of 
the right ventricle and right auricle and 
extending into the intraventricular sep- 
tum, was a flesh colored tumor mass which 
measured 3 cm. in diameter. This mass 
impinged upon the wall of the right ven- 
tricle and actually seemed to be a part of 
the intraventricular septum. The heart 
valves were remarkably free of involve- 
ment and all seemed to be intact and of 
approximately normal measurement. (Fig- 
ure 6). 


Microscopic Examination 

Metastatic lesions were found in the 
sections of the pulmonary artery, the pari- 
etal pleura and the mediastinal lymph 
nodes. The architecture of the lymph 
nodes was destroyed and replaced by the 
tumor. Sections of the lungs disclosed 
diffuse congestion and fibrosis. The alve- 
olar spaces were filled up with pink-stain- 
ing fluid and phagocytic cells. The walls 
of the alveolar spaces were thickened and 
in areas there were broad bands of fibrous 
connective tissue. The sections of the liver 
revealed chronic passive congestion. Sec- 
tions of the tumor revealed sheets of 
round cells and spindle cells with probable 
cross striation. 

Summary 

In summary, this is a case report of a 

primary sarcoma of the heart which was 





Figure 6.—Gross specimen of heart showing 
nodules of rhabdomyosarcoma. 


suspected before surgery, diagnosed by 
frozen section during exploratory thora- 
cotomy, and which when found too ex- 
tensive for extirpation, was treated post- 
operatively with nitrogen mustard and 
x-ray. The patient lived approximately 
eighteen months after presentation for 
treatment. Most of this time was spent in 
relative comfort with only the last few 
weeks of life marred by pain and confine- 
ment to life of inactivity. 

A perusal of the literature indicates 
that this is an uncommon tumor supported 
by the fact that Chenz and Sutton, in 
1955, could find but 135 cases reported. 
This report stated that only six cases be- 
fore had been diagnosed ante mortem. 
Their case was the only one that had been 
diagnosed by angiocardiography. A recent 
publication by Somers & Lothe,® includes 
review of literature until the present time 
and lists the total number of reported 
cases of primary cardiac cancer as 178. 
We could find no case in literature that 
has received both nitrogen mustard and 
x-ray therapy. 

In addition, we express a hope that some 
of these tumors may be diagnosed early 
enough for complete extirpation by use of 
newer surgical adjuncts now available. 
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The Cloak of Socialism 


Most people forget that they are government and that the people must pay in taxes 
for every appropriation government makes. The issues are fast being drawn. One of 
them is, will government dominate research or will private initiative be left a signifi- 
cant role? Another is, will prices of health products and many other products be 
regulated by competitive forces as they have been in the past or by government? A 
third is, will medicine remain a free profession or will it be forced to put on the cloak 
of socialism under gradual Federal encroachment? ... As we pass into any program 


e 


which is socialistic, we sacrifice the total well being, independence and dignity of the 
individual to the average well being of the masses, where people are leveled into medi- 


ocrity, with little independence and much sacrifice of dignity by the individual, just 
as has been done in Russia.—Profits Insure Progress: Francis Brown, President, 


Schering Corporation. 
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Proceedings Southern Society of Anatomists 


First Annual Meeting, 


Tulane University Nov. 3-4, 1961 


Pigment cells as normal constituents of 
the leg muscle of mice.' Willie M. Reams, 
Jr. and Thomas C. Mayer,” Department of 
Zoology, Louisiana State University, Bat- 
on Rouge, Louisiana. 

-A detailed examination of mice from 
11 major strains has shown that mel- 
anocytes occur in at least the musculature 
of the hind limb of all pigmented strains. 
The melanocytes are restricted mainly to 
the superficial muscles of the posterior 
compartment of the leg, with but few ap- 
pearing toward the anterior aspect. An 
experimental analysis has shown these 
melanocytes to be of neural crest origin 
and that they invade the muscle via the 
skin. In all cases studied, the morphology 
of these melanocytes, with regard to shape 
(nucleofugal or nucleopetal) and color of 
melanin granules, conforms to the charac- 
teristics of the genotype of the respective 
strain. The fact that mamalian muscle 
provides a suitable environment for mel- 
anogenesis is significant. A possible node 
by which pigment cells leave the skin and 
colonize muscle will be discussed. 


Segmental differentiation in the mam- 
malian renal tubule. J. B. Longley, De- 
partment of Anatomy, Georgetown Uni- 
versity Medical School, Washington, D. C. 

The segmental differentiation of the re- 
nal proximal tubule in lower vertebrates 
has been studied extensively and is well 
known. That this phenomenon is also gen- 
eral in mammals is less well known, but 
has been documented in some detail for 
a number of species. The two segments 
in mammalian tubules correspond fairly 
closely with the configurationally recog- 
nized convoluted and straight segments. 
In addition to their difference in this re- 

1 Supported by Grant 303-60 of the Greater 
New Orleans Cancer Assocation and by NSF 
Grant G-14153. 

2 Science Faculty Fellow of the National Sci- 
ence Foundation. 


spect, they can also be recognized on the 
basis of differences in details of cellular 
morphology, histochemical activity, and, 
indeed, on the basis of differences in func- 
tion. These findings will be briefly re- 
viewed and evidence presented, based on 
observations of the distribution in rat kid- 
neys of various tracer materials, for the 
localization of several secretory and reab- 
sorptive functions in the segments of the 
proximal tubule. In the case of a number 
of phenolsulfonphthalein dyes, and prob- 
ably also with alanine, diodrast, and mer- 
curic ion, secretion in the convoluted seg- 
ment of the proximal tubule is followed by 
reabsorption in the straight segment. 


Vitamin D deficiency and developing 
bone. B. R. Bhussry, Department of 
Anatomy, Georgetown University Medical 
School, Washington, D. C. 

This investigation was designed to de- 
termine the influence of a rachitogenic 
diet on the developing membrane bones of 
the newborn rats (Birth—21 days). The 
Steenbock rachitogenic diet has a calcium- 
phosphorus ratio of 4-5:1 and, without 
vitamin D, produces rickets. Twelve adult 
female albino rats, depleted of their vita- 
min D stores were used for the experi- 
ment. Animals receiving nutritionally ade- 
quate diet were used as controls. Mating 
of rats in these groups was started. Upon 
determination of pregnancy, the females 
were removed to individual maternity 
cages. The newborn rats were sacrificed 
at three day intervals beginning from 
birth to twenty-one days post-natal. The 
heads were cut into two halves and fixed 
in 10% formalin (alcoholic) for twenty- 
four hours. Some specimens were decalci- 
fied, whereas others were not. These were 
processed by routine histological proce- 
dures. Serial paraffin sections were pre- 
pared at six microns in thickness, and 
stained by Von Kossa’s silver stain and 
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Mowry’s procedure for acid and neutral 
polysaccharides. Micro-radiographs were 
prepared by using Philips CMR Unit. The 
Steenbock animals demonstrated excessive 
osteoid, which failed to undergo resorp- 
tion. Retardation and disturbance in min- 


eralization of bone was demonstrated by 
the lack of the Von Kossa reaction and the 
appearance of large radioluscent areas in 
contact micro-radiographs. The PAS and 
Mowry’s procedure demonstrated a weak 
reaction. 


No Finer Opportunity 


Early in the Kefauver hearings, the subcommittee invited testimony from the 
Arthritis and Rheumatism Foundation. There followed appalling disclosures that some 
$250 million are spent each year by arthritics on useless quack cures . . . Considering 
the close attention of the press and public to these proceedings, never had a Congres- 
sional inquiry been handed a finer opportunity to launch a public crusade and mobilize 
national resources to stamp out criminal operatives in the health field. And what hap- 
pened? Nothing. The investigators were far more interested in getting back to the 
assault on manufacturers of cortisone and its derivatives which have actually re- 
stored millions of cripples and potential cripples to useful, productive life.—Report to 
the Nation: Austin Smith, M. D., President, Pharmaceutical Manufacturers Associa- 


tion. 
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Editorial 


First National Congress on Medical Quackery 


Under the joint sponsorship of the 
American Medical Association and the 
U. S. Food and Drug Administration, 
the First National Congress on Medical 
Quackery was held in Washington on 
October 6 and 7, 1961. Although various 
governmental and private agencies have 
been active more than half a century in 
exposing and prosecuting those who prac- 
tice medical quackery, this is the first 
time that a combined undertaking has set 
out to publicize the situation which exists 
in this dark field of deceit and fraud. 

The aims were to inform the public of 
its extent and danger and to bring about 
a state of public awareness, which would 
make possible more effective enforcement 
of laws, and, if need be, additional laws. 

As to the extent that medical quackery 
exists, there should be no illusion. Vol- 
taire said the first charlatan was born 
when the first knave met the first fool. 
However, few of the suffering and sus- 
ceptible medical public realize the extent 
to which it is practiced. 
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Conservative estimates indicate that 
consumers spend more than a billion dol- 
lars a year on needlessly, falsely repre- 
sented drugs and cosmetics, and these are 
presented to the gullible public by a hun- 
dred thousand smooth-talking charlatans. 
These work in the general fields of fake 
medical devices, pseudoscience and nutri- 
tion, false claims for drugs and cosmet- 
ics, and miscellaneous practices, such as 
chiropractic, illegal abortion, and _ vari- 
ous imposters in the psychological field. 
This quasi-medical underworld each year 
grosses an amount equal to one-half the 
annual sales of the legitimate drug com- 
panies. The largest single field is that 
of fake nutritional supplements, which 
amounts to about a half billion a year. 
The single field of quackery in arthritis 
treatments takes a quarter of a billion 
from six million arthritics. 

The Department of Investigation of the 
American Medical Association, in opera- 
tion more than fifty years, receives four 
thousand inquiries a year as to some phase 
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of charlatanism. To those who have some 
understanding of medicine and the pro- 
cesses of the human body, the question 
comes why do these people go to quacks? 
The answer is not simple. The slogan of 
a Texas Cancer quack opens the question: 
“The world is made up of two kinds of 
people—dem dat takes and dem dat gets 
took.” A further explanation is that the 
individuals who have a perfection in wish, 
find that this leads them to wishful think- 
ing and to quackery. So long as they are 
not satisfied quickly and easily through 
legitimate channels, they reach for a 
quicker method. 


Two sets of circumstances support their 
own wishful thinking. One is the perfect- 
ly sound observation that faith and sci- 
ence work successfully together, but not 
separately. The other is that the advances 
of modern medicine, even over a period 
of one generation, are so surprising as 
to induce the uninformed public to believe 
in miracles. 

The combined efforts of the agencies 
exposing and combatting quackery are 
even now retarding its evils, but they can 
be even more effective in cooperation. 
The governmental agencies are: the Food 
and Drug Administration, the Post Office 
Department, the Federal Trade Commis- 
sion, and the State Boards of Medical Ex- 
aminers. The national health organiza- 
tions that have been long active in this 
field are: The American Medical Associa- 
tion, the Arthritis Foundation, the Ameri- 
can Cancer Society, and Better Business 
Bureaus. Each agency that is active in 
restraining quackery has its own speci- 
alized problems. Where the fields over- 
lap, improvement in prosecution is ex- 
pected from cooperation. Each quack is 
thoroughly familiar with the law that per- 
tains to his activity. He is aware of what 
loopholes, imagined or actual, there may 
be, and starts his defense before he is 
apprehended. For instance, most diffi- 
cult to prosecute is the door-to-door “‘spe- 
cialist” in the promotion of his particular 
product. The label, claims and direction 
on the package may be different from 
that in the brochure accompanying the 


NOVEMBER, 1961—Vol. 113, No. 11 


package, and both may be entirely for- 
eign to the promises, claims and hopes 
aroused by the spieler. 

The company which makes the product 
may be further protected by having con- 
signed the entire lot to the door-to-door 
salesman, disclaiming in advance any re- 
sponsibility for whatever the salesman 
may do or say. 

The areas in which the quacks are the 
most active are those in which the dis- 
eases are resistant or tedious to authentic 
medical treatment. Frequent among these 
are arthritis, cancer, hypertension, the 
problems of senescence, and the problems 
of the emotionally disturbed manifesting 
as somatic disease. 


The Commissioner of Food and Drugs, 
George P. Larrick, says that the most 
widespread and expensive type of quack- 
ery in the United States today is the pro- 
motion of vitamin products, special die- 
tary foods, and food supplements. These 
are promoted with the statements that 
most disease is due to improper diet; that 
soil depletion causes malnutrition; chemi- 
cal fertilizers poison the land and the 
crops that grow on it; that certain won- 
der foods have wonder power ; that certain 
types of cooking utensils are harmful to 
foods; and that processing in cooking re- 
moves nutritional values in food. 

The facts of nutrition do not support 
these contentions when proper provision 
is made for vitamins and these will be 
sufficient in amount in the widely publi- 
cized balanced diet. It is stated by nutri- 
tionists that Americans actually have to 
go out of their way to avoid being well- 
nourished. 

When any prospective patient or cus- 
tomer is invited to get the benefits of a 
bizarre and remarkable discovery, he 
should consult his physician before spend- 
ing good dollars for poor advice. He may 
suspect a quack and beware: 

“If a ‘medical expert’ uses a special or 
‘secret machine’ or formula he claims can 
cure disease. 

If he guarantees a quick cure. 

If he advertises or uses case histories 
and testimonials to promote his cure. 
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If he clamors constantly for medical in- 
vestigation and recognition. 

If he claims medical men are persecut- 
ing him or are afraid of his competition. 

If he tells you that surgery, x-rays, or 
drugs will cause more harm than good.” 

When any one of these features appears 
in the spiel he can hold his money, talk 
to his doctor, and investigate the scientific 
background in all medical offers by writ- 
ing the American Medical Association, the 
Food and Drug Administration, the Post 
Office Department, the Federal Trade 
Commission, and the State or local health 
department or the state or parish medical 
society. 

In the discussions following the Con- 
gress on Quackery, it was pointed out 
that prosecution would be easier if the 
Food. and Drug Administration had the 
power to determine the efficacy of a drug 
offered to the public. The spokesman for 
the AMA, however, thought that the ad- 
vantages of a legal provision of this sort 
would be minimal as compared to the 
grave disadvantage to the physicians and 
patients of the nation, to have so great 
and difficult a problem locked within the 
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authority of one limited agency. The ad- 
vantages for prosecution should be sought 
in other ways. 

Reference to chiropractic as a part of 
the general picture was mentioned. Dis- 
cussion of this field was apparently 
planned for the future. While chiroprac- 
tic is illegal in this and three other States, 
statutory provision for its practice exists 
in the other forty-six. The secretary of 
the Federation of State Medical Boards 
Dr. Harold E. Jervey, Jr., said in effect 
that if only a small portion of the money 
spent on investigating the drug industry 
and other like groups had been available 
in the quackery area, the health and 
pocketbooks of the American people would 
have been far better protected. 

The discussions of the Congress re- 
peatedly demonstrated that the problem 
of quackery is widespread and deepseated 
in the problem of human irresponsibility 
and immorality. If the responsible por- 
tions of the American public can be 
brought to support properly the agencies 
which fight quackery, the help given will 
relieve at least in part the age old distress 
caused “By man’s inhumanity to man.” 





The Executive Committee dedicates this section to the members of the Louisiana State 


Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


1962 ANNUAL MEETING 

The doctors of the Ouachita Parish Medical 
Society have already begun arrangements for the 
1962 Annual Meeting which will be held in Mon- 
roe, May 7-9. Dr. Vincent J. Sampognaro has 
been appointed general chairman for the Meeting 
and Dr. Henson S. Coon, Councilor of the Fifth 
District, will serve as honorary chairman. The 
Virginia Hotel has been selected as headquarters, 
however the Frances Hotel, the Penn Resort Hotel 
and motels in the area have also offered facilities. 
Hotel reservations will be handled by a housing 
committee, of which Dr. S. R. Mintz is chairman, 
after January first. 
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Registration will take place and technical ex- 
hibits will be located in the Crystal Ball Room on 
the mezzanine floor of the Virginia Hotel. The 
meeting room on the roof of the Frances Hotel 
will also have table space for technical exhibits 
and the scientific exhibits will be placed in this 
room. 

As in previous years, the opening meeting of 
the Society will occur on Monday evening, the 
House of Delegates will convene all day Monday 
and on Wednesday morning and the scientific 
sessions will take place all day Tuesday and 
Wednesday, with sessions alternating et the 
Frances and Virginia Hotels. The chairmen of 
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the various scientific sections are as follows and 
members who wish to present papers should com- 
municate with these doctors at once. 
Allergy—Dr. H. Whitney Boggs, Shreveport 
Anesthesiology—Dr. John B. Parmley, New 
Orleans 
Bacteriology and Pathology—Dr. Ambrose J. 
Hertzog, New Orleans 
Chest—Dr. Frederick F. Boyce, New Orleans 
Dermatology—Dr. Henry W. Jolly, Jr., Baton 
Rouge 
Diabetes—Dr. M. W. Matthews, Shreveport 
Ear, Nose and Throat—Dr. F. W. Raggio, Jr., 
Lake Charles 
Eye—Dr. George S. Ellis, New Orleans 
Gastroenterology—Dr. Murrel H. Kaplan, 
New Orleans 
General Practice—Dr. E. A. Fatter, New 
Orleans 
Gynecology—Dr. A. G. McHenry, Jr., Monroe 
Heart—Dr. John E. Garcia, New Orleans 
Medicine—Dr. Louis A. Monte, New Orleans 
Neuropsychiatry—Dr. T. L. L. Soniat, New 


Orleans 

Obstetrics—Dr. M. J. St. Romain, Jr., New 
Orleans 

Orthopedics—Dr. Paul M. Davis, Jr., 
Alexandria 


Pediatrics—Dr. R. L. Pavy, Lafayette 

Public Health—Dr. H. E. Cannon, Covington 

Radiology—Dr. H. M. Duhe, New Orleans 

Surgery—Dr. Walter Moss, Lake Charles 

Urology—Dr. T. A. Kimbrough, Lafayette 

Social events are planned for Tuesday and 
Wednesday evenings and a golf tournament and 
fishing rodeo are also being arranged for mem- 
bers. 





DOCTOR DIPLOMATS 


During the Annual Meeting of the AMA House 
of Delegates this year a plan to cooperate in the 
recruitment of volunteer physicians for emer- 
gency service in the foreign mission field was 
approved. The AMA Department of Internation- 
al Health is seeking names of physicians who will 
volunteer to serve in the mission field on a tem- 
porary basis and cooperation has been received 
from agencies representing every religious de- 
nomination in the United States which sponsors 
medical missionaries. 

Each physician who volunteers will be asked 
to complete an application form and this informa- 
tion will be used by the missionary agencies in 
considering qualifications of the applicant. The 
final choice as to the acceptability of each volun- 
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teer physician rests with the screening commit- 
tees of the missionary agency. 

The AMA has asked that members of the State 
Society be informed concerning this new program 
and physicians who are interested should write 
directly to the Department of International 
Health, American Medical Association, 535 N. 
Dearborn Street, Chicago, for additional data. 


ATTENTION ALL MEDICAL ASSISTANTS... 

The young and growing Louisiana Associa- 
tion of Medical Assistants is seeking more mem- 
bers and more parish chapters. Our basic ob- 
jective is to improve the service of its members 
to physicians and to the public. The organiza- 
tion can aid the medical profession, particularly 
in the area of public relations. 

Association objectives are: 

* To form and coordinate local medical as- 
sistants associations whose aim shall be to 
hold meetings for individual and collec- 
tive educational advantages by lectures, 
demonstrations, discussion, 
and study. 

“ To inspire members to render honest, loy- 
al and more efficient service to their pro- 
fessional employer and to the _ public 
which they serve. 

* This organization is hereby declared to be 
non-profit. It is not, nor shall it ever 
become a trade union or collective bar- 
gaining agent. 


instruction 


The Louisiana Association of Medical Assis- 
tants is a component part of the American Asso- 
ciation of Medical Assistants, an organization 
approved by the American Medical Association. 
URGE YOUR ASSISTANT TO JOIN. For infor- 
mation contact: 

Mrs. Fleta D. Latham, President 
Louisiana Association of Medical Assistants 
3601 Harrison Street 

Monroe, Louisiana 

The above information should merit the atten- 
tion of all doctors and especially their assistants 
who are eligible for membership in this associa- 
tion. 

We believe membership in this organization 
has and will create greater interest in the care 
of the doctor’s office and his patients, thereby, 
promoting closer cooperation and establishing 
better public relations for all concerned. 

C. Grenes Cole, M. D. 
State Chairman 
Advisory Committee 
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CALENDAR 


PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


f Society Date 
Ascension 
Calcasieu 
East Baton Rouge 
Jefferson 


Morehouse 
Natchitoches 


Place 


Third Tuesday of every month 
Fourth Tuesday every other month 
Second Tuesday of every month 
Third Thursday of every month 
Lafayette Second Tuesday of every month 
Third Tuesday of every month 
Second Tuesday of every month 


Lake Charles 
Baton Rouge 


Lafayette 
Bastrop 


Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sakine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 

every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


SYMPOSIUM ON CARDIAC ARRHYTHMIAS 

The University of Texas Postgraduate School 
of Medicine has announced a symposium on Car- 
diac Arrythmias scheduled for December 8, 9 
and 10, 1961. The symposium will be held in 
the Texas Medical Center, Houston, Texas, and 
the program will be presented by three out- 
standing guest lecturers, augmented by a local 
faculty. The three guest lecturers are: Doctor 
Samuel Bellet, of Philadelphia, Doctor David 
Scherf, of New York City, and Doctor Paul Zoll, 
of Boston. 

For further information, write: Office of the 
Dean, The University of Texas Postgraduate 
School of Medicine, 102 Jesse Jones Library 
Building, Texas Medical Center, Houston 25, 
Texas. 


“HIGHROAD TO HEALTH” RADIO SERIES 


The role of the family doctor in handling 
common medical problems arising in a family 
setting is the subject of a public service radio 
series starting soon over Station KSLO in 
Opelousas, Louisiana. 

Called Highroad to Health, the series consists 
of thirteen fifteen-minute programs. It was 
produced by Lederle Laboratories in cooperation 
with the American Medical Association. 

Each program opens with a ten minute drama- 
tization of a health problem and its handling by 
a physician. This is followed by a five minute 
interview-discussion with a guest physician. Each 
program in the series features a guest physician 
from a different state. 

Subjects to be covered in the series are men- 
tal health, hypertension, arthritis, the problems 
of aging, cancer, tetanus, nutrition, appendicitis, 
pneumonia, toxemia of pregnancy, first aid of 
severe cuts, streptococcal sore throat and acci- 
dental poisoning. 

Dr. E. Vincent Askey, President of the AMA, 
has called Highroad to Health “an outstanding 
example of good radio programming with a 
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purpose—the dissemination of authentic health 
information.” 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 

The next scheduled examination (Part II), 
written, will be held in various cities of the 
United States, Canada, and military centers out- 
side the Continental United States, on Friday, 
January 5, 1962. 

Current Bulletins may be obtained by writing 
to: Robert L. Faulkner, M. D., Executive Secre- 
tary and Treasurer, 2105 Adelbert Road, Cleve- 
land 6, Ohio. 

Diplomates of this Board are urged to notify 
the Office of the Executive Secretary and Trea- 
surer of a change in address. 


AUDITORY SCREENING FOR INFANTS 

“Auditory Screening for Infants,” a 15 min- 
ute, sound, color film has been produced by 
the Child Growth and Development Study of 
the Johns Hopkins University and the Division 
of Maternal and Child Health of the Maryland 
State Department of Health. The purpose of 
the film is to stimulate interest in an auditory 
screening technique for infants which is an ef- 
fective procedure for early detection of hearing 
impairments and which may also indicate pos- 
sible abnormalities in motor coordination and 
mental capacity. 

Preliminary plans have been made to establish 
training institutes at Johns Hopkins for the pur- 
pose of teaching this auditory screening tech- 
nique to physicians, nurses, and other profes- 
sional personnel in speech and hearing. 

The screening test shown in the film has been 
used in England for a number of years. It was 
developed by Sir Alex Ewing of the Department 
of Education of the Deaf, University of Man- 
chester. In 1957 Dr. Janet Hardy, Director of 
the Collaborative Cerebral Palsy Project, Johns 
Hopkins University, sent Miss Anne Dougherty, 
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a public health nurse, to England to study with 
Professor Ewing. Since that time, Miss Dough- 
erty has been in charge of the screening at Johns 
Hopkins. She is the producer of the film. 
Medical officials have endorsed the test as 
a reliable and scientific method to screen in- 
fants and have recommended that the test be 
given as part of an examination of every infant 
by the time he is eight or nine months old. 
“Auditory Screening for Infants” should be of 
interest to physicians, nurses, health depart- 
ments, medical and nursing schools, schools of 
public health, and speech and hearing centers. 
The price of a print of this film is $130. The 
charge for preview or rental is $30, which can 
be applied to the purchase price. Copies of the 
guide to the film are provided. For information 
write Mr. John F. De Ley, Bureau of Preventive 
Medicine, Maryland State Department of Health, 
301 West Preston Street, Baltimore 1, Maryland. 





TWENTY-FIFTH ANNUAL MEETING 
THE NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 

The twenty-fifth annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 12, 18, 14 and 15, 1962, headquarters at 
The Roosevelt Hotel. 

Nineteen outstanding guest speakers will par- 
ticipate and their presentations will be of inter- 
est to both specialists and general practitioners. 
The program will include fifty-five informative 
discussions on many topics of current medical 
interest, in addition to clinicopathologic confer- 
ences, symposia, medical motion pictures, round- 
table lunches and technical exhibits. 

Following the meeting in New Orleans, ar- 
rangements have been made for a clinical tour 
to the Eastern Mediterranean leaving New Or- 
leans via air on March 16, to make a connection 
with jet flight leaving New York for Paris. The 
itinerary includes visits to Athens, Rhodes, Cairo, 
Luxor, Jerusalem and Tel Aviv, returning on 
April 6 to New York. (Optional extensions in 
Europe may be arranged). 

Details of the New Orleans meeting and the 
tour are available at the office of the Assembly, 
Room 105, 1430 Tulane Avenue, New Orleans 
12, Louisiana. 





PHARMACEUTICAL MANUFACTURERS 
ASSOCIATION 
September 13, 1961 
Philip H. Jones, M. D., Editor 
Journal of Louisiana State Medical Society 
1430 Tulane Avenue 
New Orleans, Louisiana 
Dear Dr. Jones: 

In behalf of our 140 members who manufac- 
ture prescription drugs, I wish to thank you for 
publishing the forthright editorial in your Au- 
gust issue, “The Kefauver-Celler Bill Would 
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Hamper the Pharmaceutical Industry”, in which 
you have brought to the attention of your many 
readers some of the threats to our free enter- 
prise system that are contained in this proposed 
legislation. Physicians everywhere should be 
alerted to the ill effects this proposed legislation 
would have on the medical profession in retard- 
ing the discovery and marketing of new, and 
often life-saving, drugs. Likewise, the bill would 
give responsibility to the Secretary of Health, 
Education and Welfare for determining the effi- 
ciency of new drugs, and this carries the danger 
that a Government body would decide for physi- 
cians which they may and may not use. The 
harassment of the pharmaceutical industry 
through compulsory licensing, continual plant in- 
spections, and the selection of product names 
by the Government is of less importance than 
this threatened loss of physicians’ freedom to 
practice medicine with the drugs of their choice. 

Sincerely, 

Robert J. Benford, M. D. 





COST OF MEDICAL CARE 

Recent publicity and general concern over the 
rising costs of medical care have led to the for- 
mation of a special committee of the Calcasieu 
Parish Medical Society to investigate medical 
costs, working closely with other interested seg- 
ments of the community, in an effort to explain 
such costs to the general public. This activity 
will be undertaken in close cooperation with the 
Louisiana Division of the Health Insurance Coun- 
cil, which is a group which represénts insurance 
carriers and industry. The investigation is an 
outgrowth of meetings held by representatives 
of the Parish Medical Society and various leaders 
of local industry. 





UNITED APPEALS CAMPAIGN 

Sharing honors with the Southwest Louisiana 
Bar Association, the Calcasieu Parish Medical 
Society will sponsor a series of dinners for local 
businessmen and civic leaders as a contribution 
to the current United Appeals campaign in Cal- 
casieu Parish. The local doctors feel that they 
should demonstrate their interest and concern 
in community-wide affairs of a non-medical as 
well as medical nature. 





OPENINGS FOR DOCTORS AND MEDICAL 
PERSONNEL 

Shreveport’s Reserve 400 bed 114th Evacua- 
tion Hospital (Semimobile) now has openings 
for a number of qualified Louisiana doctors, 
nurses, Medical Service Corps Officers and hos- 
pital personnel, including technicians, cooks, and 
drivers. Those interested in further information 
may contact the Commanding Officer, Col. Hen- 
ry A. King, Box 30, Veterans Hospital, or the 
Unit Advisor, 6100 St. Vincent Avenue, Shreve- 
port. 
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BOOK REVI 


Medical Almanac 1961-62, Peter S. Nagan, comp. 

Saunders, c1961, 528 pp. $5.00. 

The compiler states that his purpose is to bring 
together in one volume a wide range of descrip- 
tive and statistical material about the nonclinical 
side of medicine. The compiler has certainly suc- 
ceeded in his purpose even though you may ques- 
tion his judgment in including certain facts. 
That it will serve as a useful tool for every medi- 
cal library is without question, and particularly 
for hospitals or other small medical libraries 
where this type of information is not readily 
avdilable. 

Some of the material included seems hard to 
justify. Among these are: income tax informa- 
tion which is so readily available from other 
sources, U. S. postal rates, and a list of members 
of the U. S. Congress, to mention a few. The 
historical facts are so superficial as to be almost 
valueless. The vital statistics are too general to 
be of real value, but since the sources are given 
anyone interested could pursue these figures fur- 
ther. The compiler would probably have served 
his purpose better if he had limited his facts to 
the medical field. As a whole, this book will 
prove a helpful tool for any medical library. 

W. D. POSTELL, M. D. 


Handbook of Poisoning: Diagnosis and Treat- 
ment; by Robert H. Dreisbach, ed. 2. Los Altos, 
California. Lange Medical Publications. 1959. 
474 p. $3.50. 

The pocket sized handbook makes an excellent 
presentation of the problems involved in poison- 
ings. Though necessarily brief because of the 
format and indicated purpose of the book, there 
is systematic treatment of material at hand. 
Especially to be commended is section I which 
covers the Emergency Management, Supportive 
Therapy, Diagnosis and Evaluation and the Phy- 
sicians Legal and Medical Responsibility in Poi- 
soning. The latter is seldom covered and is most 
important. 

The recommendation is made that all physicians 
carry a stomach tube and a 4 ounce irrigating 
syringe in their bags at all times. The book 
should form a welcome addition to the medical 
student and physician’s library. 

R. J. MUELLING, JR., M. D. 


Atlas of Obstetric Techniques; by J. Robert Will- 
son, Mosby, 1961, 304 p. Reg. ed. $12.50, Illus- 
trated ed. $14.50. 

Dr. Willson’s book is a well-written treatise on 
obstetrical technique. Since the book is intended 
as a guide to labor and delivery, not as a basic 
textbook, he makes no attempt to discuss opera- 
tive obstetrics in detail. His objective is certain- 
ly attained with the excellent illustrations and 
accompanying descriptions. The drawings of the 
various breech presentations and extractions, as 


well as forceps rotations are especially well done. 
The book is a practical and comprehensive atlas 
for any general practitioner or obstetrician-gyne- 
cologist. 
J. DECENZO, M. D. 


Clinical Disturbances of Renal Function; by Abra- 
ham G. White, W. B. Saunders Company, Phil- 
adelphia, 1961, P. 468. $10.50. 

The book, as a whole, is well written and ac- 
complishes the author’s avowed purpose to help 
“the practising physician confronted with a pa- 
tient whose kidneys are not functioning nor- 
mally”. 

The material covers a tremendous scope in at- 
tempting to correlate clinical signs and symptoms 
with physiological considerations. The research 
renal physiologist would find sections on counter- 
current theory and transport systems simplified 
to a degree but understandable to the general 
clinician. The figures and graphs are excellent 
although, in some instances, too schematic. 

The organization of the text in discussing a 
disease, its symptoms, diagnosis and treatment 
also makes for a very coherent study of an in- 
dividual malfunction. The section on genetically 
induced renal dysfunction is particularly well 
summarized. 

There is only a regret that the appendix on 
renal transport mechanisms could not have been 
further amplified as a chapter in the main text. 

In summary, the book presents a useful refer- 
ence for any physician and is equally good in 
certain sections for more specialized study. 

RoBERTA M. O’DELL, PH.D. 


PUBLICATIONS RECEIVED 


Grune & Stratton, N. Y.: A Manual of Neurol- 
ogy and Psychiatry in Occupational Medicine, by 
Ralph T. Collins, M. D. 

The C. V. Mosby Co., St. Louis: Appraisal of 
Current Concepts in Anesthesiology, by John 
Adriani, M. D.; Rehabilitation of a Child’s Eyes, 
by Herbert M. Katzin, M. D., and Geraldine Wil- 
son, R.N. (3rd edit.) ; Medical Physiology, edited 
by Philip Bard (11th edit.). 

W. B. Saunders Co., Phila.: The Stages of Hu- 
man Development before Birth; An Introduction 
to Human Embryology, by E. Blechschmidt, 
M.D.; Introduction to Anesthesia: The Princi- 
ples of Safe Practice, by Robert D. Dripps, M. D., 
James E. Eckenhoff, M. D., and Leroy D. Van- 
dam, M. D. (2nd Edit.) ; Mechanisms of Disease; 
An Introduction to Pathology, by Ruy Perez- 
Tamayo, M. D. 

Charles C Thomas, Publisher, Springfield, IIL: 
Scientific Exhibits, by Thomas G. Hull and Tom 
Jones; Sir William Osler Aphorisms, collected by 
Robert Bennett Bean, M.D., edited by William 
Bennett Bean, M. D. (2nd printing). 
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